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Specialists ae nutrition 
How to improve on a 
sound and reliable formula? 


Lactogen 1 now supplies a lower quantity of protein 


in-line with present international recommendations 


and also the latest pediatric thinking. 


Lactogen 1 makes adjustments : 


ә Reduces Proteins 
* Balances Electrolytes 





* supplies all the nutrients that infants 
need in the first 6 months of life. 


Lactogen 1 has stood the test of time because it : 


* ensures healthy grqwth and development 


* meets international recommendations 
on nutritional standards. 


* rarely causes those minor feeding problems 


that are major worries for mothers. 


* reduces the risk of constipation (Lactogen 1 
fed infants will have firmer stools than breast 


fed infants but this is perfectly normal). 


* hasa slow transit time that produces the 


feeling of satiety that makes for content 
babies. 


Lactogen 1 is a reliable well tested 
formula suitable for regular or 
supplementary feeding of healthy 
infants. 
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The World Health Organisation (WHO) has recommended that 
pregnant women and new mothers be informed of the benefits and 
superiority of breastfeeding — in particular the fact that it provides the 
best nutrition and protection from illness for babies. 

Mothers should be given guidance on the preparation for, and 
maintenance of lactation with special emphasis on the importance of 
a well-balanced diet both during pregnancy and after delivery. 
Unnecessary introduction of partial bottle feeding or other foods and 
drinks should be discouraged since it will have a negative effect on 
breastfeeding. Similarly, mothers should be warned of the difficulty of | 
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instruction on correct preparation methods, emphasizing that unboiled 
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Dear Doctor, 


As informed in our 
previous issue our 
supplement on ‘‘Vascular 
Diseases’’ is annexed to this 
issue at the end. 


Readers are requested to 
go through the supplement 
and offer their comment. 
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GROWING CHILDREN 
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CONVALESCENT 
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need immediate,.easily 
absorbable 
nourishment. 
Horlicks 
enriched with 
extra 
calcium; 


aj D 
IS :deal A 
for parens NS 
with gastro- ` 


intestinal disorders and those on 


fat-restricted or high-calorie diets. 


it can also provide the necessary 
carbohydrates for diabetics. 


THE AGED 


Calcium-enriched Horlicks is of 
special importance to elderly 
people to help prevent 
osteomalacia and there is 
evidence of its valu&'in 


7 «A 


X 
Te 






osteoporosis. Horlicks being easily 
digestible, is an easily assimilable 
source of calcium. 


Calcium regulates the body's 
neuromuscular activity which 
helps to maintain the correct 
functioning of muscles. 


HORLICKS — AN 
EFFECTIVE MEDIUM 


Horlicks contains lactose which 
promotes the absorption and 
retention of calcium, making it an 
effective medium for calcium 
intake. 
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one tablet (400 mg) and 10 ml suspension. 
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Keeps the patient alert and active. 
No antihistamine drowsiness. 
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Formula: Each 'Contac — CC tabule contains: Phenylpropanolamine HC I 

U.S P 25 mg.. Noscapine I.P. 15 mg., Paracetamol LP. 450mg. Indica- 

tions: For the temporary relief of nasal congestion, headache, aches, pain and 
fever, and the suppression of unproductive cough, associated with common 
cold, sinusitis and influenza. Dosage: For adults and children over 12 years, 
One ‘Contac’ - CC tabule 4 times a day. Warning : Do not give to children 
under 12 years. Do not use for more than ten days unless directed by the 
physician or exceed the stated dose. Side Effects: Dry mouth, slight drowsi- 
ness and nausea. Caution: Use with caution in patients with severe hyper- 
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always be observed when prescribing for the pregnant patient, particularly in 
the first trimester. Contraindications: ‘Contac’ — CC tabules are contraindi- 
cated in patients under treatment with monamine oxidase inhibitors. 
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Chiari malformations hydromyelia and 


syringomyelia 
Natarajan M., Muthukumar N. 


Craniovertebral bony anomalies have 
been dealt with in the previous articles. The 
soft tissue neural anomalies that occur at the 
craniovertebral junction are the Chiari mal- 
formations with the associated hydromyelia 
and syringomyelia. Chiari malformations 
may be divided into type 1,2 and 3. In type 
1 there is caudal displacement of cerebellar 
tonsils below the foramen magnum. In type 
2 there is caudal displacement of cerebellar 
vermis, fourth ventricle and the lower brain 
stem below the foramen magnum. This is 
commonly associated with myelomeningocele. 
In type 3 there is caudal displacement of cere- 
bellum and brain stem into a high cervical 
meningocele. 


Chiari malformations: 
Pathology and pathophysiology: 


The type 1 Chiari malformation is asso- 
ciated with hydromyelia and syringomyelia, 
in 20 to 75% of patients. In type 2 Chiari 
anomaly, cavitation of the cord is seen in 
88% of the patients at autopsy. This shows 
the cavitation of the cord-hydromyelia and 
syringomyelia and Chiari malformations 1 
and 2 has a common etiology. Gardner has 
proposed that in hydromyelia and syringo- 
myelia the enlargement of the central canal 


of the spinal cord is due to its communication 


with the 4th ventricle through-the obex with 
relative obstruction of the foramina of Luschka 
and Magendie - the outlets of 4th ventricle. 
The pulsatile flow of the C.S.F. causes hydro- 


Dr. Natarajan M., M.S., (Gen.) M.S., (Neuro.), FICS., FACS,. FAMS., 
Retired Professor of Neurosurgery, 

Madurai Medical College, 

Madurai. 


Dr. MuthukumareN., M. Ch., (Neuro), 
Neurosurgeon. 
Madurai. 


Specially contributed to "The Antiseptic" 


myelia and syringomyelia. Since syringo- 
myelia can occur after trauma and basal arach- 
noiditis, William says the differential pressure 
between intracranial and intraspinal com- 
partment causes syringomyelia. Chiari mal- 
formations may be associated with enlarge- 
ment of massa intermedia, hydrocephalus, 
microgyria and absence of septum pellucidum. 
It is now generally accepted, the combination 
of hydrodynamic theory of Gardner associated 
with the differential pressure between the 
intracranial and intraspinal compartment 
described by Williams is the explanation for 
Chiari malformations, causing hydromyelia 
and syringomyelia. 


Clinical features: 


Clinical feature varies depending on the 
age at which symptoms develop. Type 1 Chiari 
malformations do not present with symptoms 
in infancy in contrast to Chiari type 2 mal- 
formation associated with myelomeningocele, 
seen developing symptoms in infancy. The 
most of the cases in type 2 the symptoms 
stabilise or improve in 6 to 12 months. The 
type 2 anomaly is noted at birth. Type 2 ano- 
malies are always associated with the bony 
malformation of the upper cervical spine. 
More than 90% of the children go on to deve- 
lop hydrocephalus. Most of them may deve- 
lop apneic attacks or aspiration pneumonia. 
Nystagmus, prominent on lateral deviation 
is a common symptom. They may have in- 
spiratory stridor due to 10th nerve paresis, 
depressed or absent gag reflex, retrocollis, 
weak cry, spastic lower limb weakness with 
exaggerated deep tendon reflexes. In child- 
hood the child may present with mirror move- 
ments of the limb or trunkal ataxia, recurrent 
pneumonia secondary to aspiration. Depres- 
sed or absent cough reflex may be present. 
In type 1 malformation symptoms appear in 
adolescence or young adult. In adolescence 
the patient commonly develops occipital : 
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| Me 
headache. Arm weakness is usually unilateral 
lower motor neurone primarily. Lower limb 
signs are bilateral, spastic and symmetrical. 
They may also develop symptoms of raised 
intracranial pressure. They cayse symptoms 
by the direct compression of the spinal cord 
by overlying tonsils, obstruction of fourth 
ventricle and syringomyelia. The adults with 
Chiari 1 malformation develop symptoms 
of syringomyelia, vertical ог downbeat ny- 
stagmus, headache on straining, vertigo, 
deep pain in neck and shoulders and arm, 
upper limb or hand atrophy, spastic para- 
paresis and scoliosis. In late stages bulbar 
symptoms with tongue fasciculation or at- 
rophy, dysphagia and respiratory difficulty 
may occur. 


Radiological evaluation: 


X-ray cervical spine lateral view flexion 
extension is taken. X-ray may show fusion 
of the vertebra, enlargement of the spinal 
. canal and evidence of basilar invagination. 
Chiari type 2 malformation may reveal en- 
largement of the cranium with crania lacuna. 
Posterior fossa is small, foramen magnum 
is enlarged. It may also reveal platypasia, 
basilar impression, assimilation of atlas Klip- 
pel-Fiel deformity; hemivertebra. Chiari 1 
malformation may show normal X-ray. Prior 
to the advent of CT scan vertebral angiography 
was done to see the position of the posterior 
inferior cerebellar artery; myelography was 
done to see the position of tonsils. CT scan 
will show hydrocephalus, bony anomalies 
and the soft tissue anomalies. CT scan with 
‘the mietrizamide cisternography is done to 
see the brain spinal cord junction. This will 
demonstrate the Chiari malformation. 


Treatment: 


In type 1 anomaly if symptoms are pro- 
gressive suboccipital craniectomy is done 
with laminectomy of the upper cervical ver- 
tebra. The dura is opened to decompress the 
cerebellar tonsils, upper cervical cord and 
permit flow of C.S.F. from fourth ventricle. 
This is followed by duroplasty. In type 2 ano- 
maly symptoms usually subside if hydroce- 
phalus is controlled by shunting. 
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Hydromyelia and Syringomyelia: 


Syringomyelia may be divided into the 
following types: 
1. Communicating: 


A. Chiari 1 malformation 
B. Chiari 2 malformation 
C. Basal arachnoiditis 


2. Non-Communicating: 
A. Neoplastic syringomyelia 
B. Post traumatic syringomyelia 
C. Syringomyelia associated with spinal 
arachnoiditis 
D. Idiopathic syringomyelia 


In communicating syringomyelia the 
syringomyelia cavity communicates through 
the central canal and obex with 4th ventricle. 
The central canal of the spinal cord enlarged 
due to the pulsatile pressure of the C.S.F. 
and may dissect into the surrounding white 
matter of the spinal cord producing a cavity 
not lined by ependyma, in contrast to hydro- 
myelia which is lined by ependyma. The type 
1 chiari malformation is commonly associated 
with syringomyelia. Basal arachnoiditis may 
also cause syringomyelia. Tumours especially, 
intramedullary tumours like ependymoma 
and glioma are associated with syringomyelia. 
Von Hippel - Lindau disease and Von Reck- 
linghausen's disease are associated with cyst 
commonly. With longer survival of paraplegia 
and quadriplegia, post traumatic syringo- 
myelia may arise. This syringomyelia cavity 
may arise some distance away from the ori- 
ginal site of injury and is manifested by pro- 
gressive neurological deficit. 


Clinical features: 


The clinical features vary between com- 
municating and non-communicating syringo- 
myelia and also the age of onset when symp- 
toms develop. But all categories have spinal 
cord cavitation with slowly progressive symp- 
toms over several years. 


Syringomyelia associated with boe I Chiari 
malformation: 


It is most common clinically. It usually 
occurs in the second to fourth decades. The 
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| common symptoms are cervical and occipital 


pain, suspended and dissociated sensory loss, 
lower motor neurone weakness of the hands 
and arms and neurogenic arthropathies 


(Charcot's joints). Though previously it was 


mentioned that syringomyelia is more com- 
mon in males it is now said that, it is equallv 
distributed between male and female. Numb- 
ness is the initial complaint and is seen in 
the hand or arms and is asymmetric. The loss 
of pain temperature senses may go unnoticed. 
Painless chronic ulceration of fingers and 
hand may bring to notice the loss of pain. 
The dissociated sensory loss is typical of 
syringomyelia and is characterised by loss 
of pain and temperature sensation with pre- 
servation of touch and joint position. This 


is indicative of intramedullary lesion. There 


may be dysesthesis described as deep and 
boring or burning pain. Headache and cer- 
vical pain is due to involvement of descend- 
ing tract of the trigeminal nerve or cervical 
roots. Valsalva manoevre or severe manoevre 
cough may increase the neurological deficit 
which regresses after sometime. 


Motor Weakness: 


There may be difficulty in performing 
motor tasks with the hand and arm followed 
by wasting. Fasciculation may be seen and 
there may be absence of deep tendon reflexes 
in the upper limb. Lower limbs are spastic 
with extensor plantar response. Bowel and 
bladder control are normal. Horner's syn- 
drome may be present. Associated congenital 
anomalies like basilar invagination, Klippel- 
Feil deformity and spina bifida may occur. 
Scoliosis may develop. Hydrocephalus is 
present in 33% of the patients. The symptoms 
are progressive over several years with abrupt 
worsening and with long periods of stability. 
Syringomyelia associated with type 2 Chiari 
malformation may present with similar symp- 
toms and signs usually in children with arrest- 
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ed hydrocephalus. Basal arachnoiditis and | 


tuberculous meningitis may also produce 


syringomyelia syndrome. These disappear 


with removal of the tumour. 
киги of syringomyelia: 


Management of syringomyelia is contro- 
versial. In the past it was treated by irradia- 
tion; decompressive laminectomy, myelo- 
tomy, syrinx drainage and terminal ventri- 
culostomy. Recently the frequent association 
of syringomyelia with developmental or 
acquired anomalies of the posterior fossa 
has led to the operation of foramen magnum 
decompression, with C.S.F. diversion from 
patient central canal. 50% of patient with 
syringomyelia may remain stable if left un- 
treated for 10 years following diagnosis. So 
the indication for operation is progression of 
neurological deficit. On the belief that the 
syringomyelia was caused by neoplastic glial 
tissue radiotherapy was given. It is not fol- 
lowed now. Treatment of syringomyelia de- 
pends on whether it is communicating or non- 
communicating. In communicating syringo- 
myelia associated with posterior fossa mal- 
formation foramen magnum decompression, 
drainage of the fourth ventricle, plugging 
of the obex with the muscle is done. This 
procedure arrests progression of the disease 
and improves the neurological deficit. For 
non-communicating syringomyelia the syrinx 
is drained into the peritoneal cavity or sub- 
arachnoid space. If the syrinx extends to the 
conus, terminal ventriculostomy is done. 
In complete paraplegia the syrinx may be 
drained by cordectomy. In idiopathic syringo- 
myelia it is treated by drainage operation. 


In syringomyelia associated with arachno- 


iditis if there is a cyst it is removed or the 
syrinx is drained to peritoneal cavity. In syrinx 
secondary to tumour, surgical removal of 
the tumour provides permanent drainage of 
the syrinx. 


* * * 


Enterovirus RNA is present in skeletal muscle of some patients with postviral fatigue 
syndrome" upto 90 years ofter onset of disease and suggest thot a persistent virus 


infection has an aetiological role. 


(Л. of ‘the Royal Soc. of Med. Vol. 81 June '88) 
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The classic Antispasmodic - Analgesic Medication 
backed by 
30 years of your valuable clinical experience 


\ Avaforta rtan 


28 


Presentation: 
Indications: Tablets : Foil pack of 10's in 
e Intestinal colics box of 10 strips 
e Renal colics Injections: 3ml ampoules in box 
e Biliary colics of 20's & 50's. 
e Primary Dysmenorrhoea Multidose 30ml vial. 





Manufactured in India by 


KHANDELWAL 
LABORATORIES LTD 


| lol 79/87, D. Lad Path, Bombay 400 033 
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from the research of Schering Corporation USA 


LOTRIDERM <<». 


(clotrimazole 1% + betamethasone dipropionate 0. 0596) 


the topical antifungal 
with the logic of dual action 






* rapidly relieves itching, 
erythema, scaling 


ө highly effective 
antifungal action 
€ b.i.d. application 





€ distinctly superior € distinctly superior 
to clotrimazole to miconazole 
cumulative 95 reduction in cumulative 96 reduction in 
total symptom severity score total symptom severity score 


|SDOYJ5. — "Doy7 Day 14 


85% 





in just 3 to 5 days - 51% reduction in erythema, Day 8 
pruritus and scaling in patients treated with Lotriderm 


LOTRIDERM Seeds symptom retiet 


as it cures fungal infection 


for additional information contact: FULFORD (INDIA) LIMITED. Oxford House, Apollo Bunder, Bombay 400 039. or, 
ZYG Pharma Pvt. Ltd. Vithal Press Road No.3. Surendranagar, Gujarat 363 001 * trademark 
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for upper respiratory tract infections 
- in children 


CAZADINEMAXI.. 







(azatadine 0.5 mg., pseudoephedrine 30 mg, and paracetam^! 325 mg) 


rapidly relieves 


: : sneezing 

Bo «v I wheezing 
"TTE N m rhinorrhoea 
асс y : : 
DECONGESTANT E. D lacrimation 


nasal congestion 
sinus congestion 
S" eustachian tube blockage 





the second part of every 
prescription 


ay /V эЛ 22, P. € svu 


with a full therapeutic dose of paracetamol in each 5 ml 


marketed by FULFORD, the Indian affiliate of SCHERING CORPORATION USA 


aT For additional information contact 


FULFORD (INDIA) LTD. 
Usa Oxford House, Apollo Bunder, 
FULFORD Bombay 400039 * trademark 
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Grilinctus 
The drug of choice for 
Ш Dry cough 
B irritating cough 
B Allergic cough 








Grilinctus is safe in all age groups. 


PRESENTATION: Bottle of 100 ml. & 450 ml. 
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ELM — — Ensures freedom from 


TUS =| DYSPNOEA, by opening 


че Eg QV —----—--4j up and clearing the 


Te axk------ airways. 


vh ost ы ee ~ ~ – – у) Provides prompt 
symptomatic relief in 
ior аы hp ® Bronchial Asthma 
PRU dS: cai: bus que ctp € Acute and chronic bronchitis 
. € Smokers cough 
€ As an adjuvant in tropical eosinophilia. 
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PRESENTATION: GRILINCTUS-BM is presented in a 100 ml. bottle. 


-Particulars from: 


FRANCO-INDIAN T 
PHARMACEUTICALS LTD. | 
ЭМ. (9] 20, Dr. E. Moses Road, Bombay-400 011. EA 
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Limbicon 

Amitriptyline 

(as Amitriptyline HCI) 12.5 mg 
Chlordiazepoxide 5.0 mg 


All- 


The Specific Answer 
to Dual Problem 


For Mixed Depression & Anxiety 


Limbicon Forte 


Amitriptyline 
(as Amitriptyline HC!) 25.0 mg 
Chiordiazepoxide 10.0 mg' 


DUAL 
ACTION 





Limbicon 
Limbicon Forte 


Provides faster and» better relief and sustains it. 


Causes dramatic reduction of associated somatic 
symptoms like Insomnia, G.I. complaints, 


Headache and Anorexia etc. 
Elevates mood 
Better tolerated 


Free from side effects generally asseciated 
with Phenothiazines. | 


Manufactured in India by : 


| 9 595. Гі ОР, | Laboratories Pvi. Ltd. 





16/4. MILE STONE, MATHURA ROAD, FARIDABAD-121002 
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Tablet 





provides 





п s : 
^ Amebiasis ^ Trichomoniasis ^ Giardiasis 








Summary of Prescribing Information 


COMPOSITION - Fasigyn 500 Film-coated Tablets: tinidazole 500 mg pertablet. INDICATIONS - 
Intestinal and hepatic amebiasis. giardiasis, urogenital trichomoniasis, prevention and treatment of 
anaerobic infections. CONTRAINDICATIONS -Blood dyscrasia; organic neurological disorders; 

· pregnancy (first trimester); lactation: hypersensitivity to tinidazole. PR ECAUTIONS — Alcohol 
consumption should be avoided during treatment period. ADVERSE REACTIONS — Gastrointestinal 
such as nausea, vomiting, ancrexia, metallic taste: rarely hypersensitivity, and leukopenia. DOSAGE – 
The maximum daily dose is 2 c. Intestinal amebiasis: adults ~ Usual dose is 2g once daily for 3 days, 
which may be extended to 6 days if necessary; children — 50 to 60 mg/kg once daily for 3 days; hepatic 
amebiasis: adults — Usual dose is 2g once daily for 2 to 3 days, which may be extended to 6 days if 
necessary; children — 50 to 60 mg/kg once daily for 5 days; giardiasis: adults — 2g single dose ; children — 
50 to 75 mg/kg single dose; trichomoniasis: adults — 2g single dose, children — 50 to 75 mg/kg single 
dose; treatment of anaeorbic infection: adults — 29 initially followed by 1g daily for 5 to 7 days; prevention 
of postoperative anaerobic infection: adults — 2g single dose 12 hours before surgery. Note: The 
film-coated tablets of Fasigyn 500 should be swallowed whole, without breaking or chewing, to avoid 
bitter taste. 


See Product Document for full Euphoric Drugs Ltd Se hyd TEN 

prescribing information (A wholly owned subsidiary P. 

(available on request) of Pfizer Lid) се r) 
А : Head. Office: Express Towers, — 

Tradenfark ofPfizerinc. U.S.A ки - Point, Bombay 400021. 

Euphoric Drugs Ltd 


— Licensed User * 


Bringing Science To Life 


| . — PL.166.88 


| IN 
BACILLARY DYSENTERY 
Terramycin: Capsules 


oxytetracycline 





п Dependable action against Shigella 
о High cure rate in bacillary dysentery 


"A 5-day course of oxytetracycline leg: Terramycin] 
250 mg every 6 hours is highly effective." 


— Avery GS (ed): Drug Treatment, 2nd ed., 1980; p 727 


Also Available: Tarramyem SF Capsules 
an 
Terramycin: Intramuscular Solution 


Summary of Prescribing Information 


COMPOSITION — Terramycin Capsules: oxytetracycline hydrochloride 250 mg, per capsule; Terramycin IM 
Solution: oxytetracycline 50 mg, lidocaine hydrochloride 20 mg, per ml; Terramycin SF Capsules: oxytetracycline 
hydrochloride 250 mg, ascorbic acid 37.5 mg, thiamine mononitrate 2.5 mg, riboflavin 2.5 mg, niacinamide 25 mg, 
pyridoxine 0.5 mg, calcium pantothenate 5 mg, vit В, as stablets 3 mcg, folic acid 0.375 mg, per capsule. 
INDICATIONS — Infections due to susceptible organisms. DOSAGE — Adults 1-2 g daily in four 6-hourly doses orally; 
100 mg 8-12 hours intramuscularly. Oral dose should be taken one hour before or two hours after food. 
CONTRAINDICATIONS — Hypersensitivity. WARNINGS — Not recommended in pregnancy and children aged 8 yr or 
less. PRECAUTIONS — If renal function is poor, drug may accumulate and cause liver toxicity or aggravate renal 
failure. ADVERSE REACTIONS — Nausea, vomiting, loose motions. Skin rash and hypersensitivity reactions are rare. 


*Trademark of Pfizer Inc., U.S.A. 


See Product Document for full prescribing information 4 
(available on request) Pfi zer 


PFIZER LIMITED Bringing Scienĉe To Life 
Express Towers, Nariman Point, Bombay 400 021. 
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lermatology in practice: ome aspects. - 
Hirsutism and hypertrichosis 


Jayakar Thomas, Muthuswami T.C. 


Hair follicles develop by the 20th week of 
gestation and the body of the fetus becomes 
covered with fine colourless" hair called 
lanugo; this is shed at 36 weeks and replaced 
by vellus hair. Hair is only obvious when it 
has further converted to thicker pigmented 
terminal hair (e.g. scalp, eyebrows and eye- 
lashes). The conditions associated with 
excess hair are usually due to the conversion 
of vellus to terminal hair. 


Hirsutism: - 


Hirsutism is the growth of coarse terminal 
hair on women in a similar form to that which 
usually develops on normal post-pubertal 
men. The evolution of hair growth occurs 
in the same pattern and order as in the male 
and is androgen dependent. 


Clinical features: 


Pattern of hair growth - initial hair growth 
in the pubic and axillary regions is followed 
by hair growth on the upper lip, chin and 
cheeks, lower legs, thighs, forearms, abdo- 
men, buttocks, chest, back, upper arms and 
shoulders. If the pattern differs, a non-hor- 
monal cause should be considered. The hair 
follicles on the scalp respond to androgenic 
stimulation by regression rather than enlarg- 
ing and hirsute women may paradoxically 


Dr. Jayakar Thomas M.D., D.D., Ph.D., 
Assistant Professor. 

Dr. Muthuswami T.C., M.D., D.D., 
Professor. { 

Department of Dermatology, 
Government General Hospital, 
Madras - 600 003. 


Address for correspondence: 
57, West Мада Church Road, 


develop ‘male pattern’ baldness. Other skin 
changes - androgens have an effect on the 
sebaceous and apocrine glands in the skin, 


апа therefore acne vulgaris and hidradenitis 


suppurativa (an inflammatory disease of the 
apocrine glands) are common in hirsute 
women. 


Perception of hirsutism is subjective. 
Women present with a wide variation in 
severity. Both the severity of the hirsutism 
and the degree of acceptance may be depen- 
dent on racial and social factors. 


Aetiology: 


Factors which cause hirsutism include: 


e increased production of androgens 

e increased free hormone due to reduced 
quantities of sex hormone binding globu- 
lin (SHBG) 

e increased sensitivity of the skin to hor- 
monal stimulation. 


Hirsutism with increased serum androgens 
- androgens are produced by both the adrenals 
and the ovaries. Increased production may 
be due to ‘polycystic ovaries’ or occult con- 
genital adrenal hyperplasia. Hormone secret- 
ing tumours are extremely rare and are 
heralded by a very short history. Oral anabolic 
steroids. and some contraceptive pills may 
cause or aggravate hirsutism. 


Hirsutism associated with normal andro- 
gen levels - often, all hormone estimations 
are normal and end-organ sensitivity may 
be the dominat factor. Idiopathic hirsutism 
is the term used to describe hirsutism in the 
absence of any detectable endocrine abnor- 
mality. The term cutaneous virilism has been 


Royapuram, used to describe the association of the 
Madras - 600 013. androgen dependent  dermatoses: acne, 
hirsutism, hidradenitis suppurativa and 

` Specially contributed to “The Antiseptic” androgenic alopecia. 
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. History, examination and investigations: 


A full history is necessary to determine 


the evolution of the hair growth, regularity 


of menses, presence of fertility, and drug and 
family histories. : 


The examination may reveal: 


_ e cutaneous features of virilism such as 


seborrhoea, acne, hidradenitis suppura- 
tiva and androgenic alopecia. 

e systemic features of virilism, such as 
clitoromegaly, deepening of the voice, 
increased muscle bulk and breast atrophy. 


In the absence of any of the features of 


. Systemic virilism, it is probably only necessary 


to measure the serum testosterone before 
considering therapy. The degree of hirsutism 
is not related to the testosterone level. 


Treatment: 


Local destructive therapy - the first line of 
therapy should be local destruction of the 
hair shafts by shaving, plucking, wax epilation 
or depilatory creams. Electrolysis is the only 
permanent form of hair removal but may 
take many months to depilate a small area. 
If these destructive measures are combined 
with a reassuring explanation to the patient 
that she is not undergoing a sex change, she 
usually rquires no other treatment. 


Oral anti-androgen therapy effectively 
decreases hair colour and growth, but does 


- not destroy the roots, and a few months after 


the cessation of therapy the hair returns to its 
previous state. Anti-androgens have the 
potential to feminize a male fetus and should, 
therefore, only be prescribed with adequate 
cantraceptive cover. Their pharmacological 
properties are effected by binding to the 
cytosolic androgen receptor in the skin and 
by redücing testosterone production. 


The most valuable agent is cyproterone 


- acetate (CPA) CPA is taken cyclically with 


ethinyl oestradiol, 50 ug; in order to prevent 
amenorrhoea, CPA 50-100 mg., is only taken 
during the first 10 days of the menstrual cycle. 
The oestrogenic component has its own 
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therapeutic effect of increasing SHBG, which | 
reduces free testosterone. 


Spironolactone, 100-200 mg/day, is 
effective, but is often complicated by poly- 
menorrhoea and is probably best taken with 
an oral contraceptive. Cimetidine, 1.5 g/day, 
may also be effective. 


Hypertrichosis: 


Hypertrichosis is the presence of excess 
hair in a non-androgenic pattern. The hair 
shafts tend to be uniform in texture and calibre, 
whereas in hirsutism they tend to be coarse 
and irregular in form. Thus, the hair in drug- 
induced generalized hypertrichosis may be 
vellus, whereas in hirsutism it is always 
terminal. 


Localized areas of hypertrichosis may occur: 


e as isolated naevi or in association with 
small or giant melanocytic naevi (e.g. a 
Beckar’s naevus - is a unilateral hairy 
melanocytic naevus which presents at 
puberty) 

e at the lower end of the spine in association 
with spina bifida occulta 

e as a post inflammatory phenomenon 
following traumatic injury to the skin or 
dermatological disease, for example, 
epidermolysis bullosa or porphyria, or 
it may develop over a site of arthritis or 
osteomyelitis 

e after prolonged occlusion, for example, 
under a plaster cast. 


Generalized fine down-like hair may occur 
with a variety of medical conditions including: 


e head injuries and encephalities (the hair 
growth may fall after a few months) 

e anorexia nervosa | 

e malnutrition — - 

e hypothyroidism. 


Iatrogenic causes of hypertrichosis include 
therapy with cyclosporin A, diazoxide (parti- 
cularly in children) and minexidil. Hyper- 
trichosis is less commonly seen after treatment _ 
with corticosteroids, penicillamine, pheny- 
toin, streptomycin or PUVA therapy (psora- 
lens and ultraviolet A light) for psoriasis. 
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Withdrawal of the drug causing hyper- 
trichosis usually results in loss of the induced 
hair. 


Alcohol and phenytoin taken during 
pregnancy may result in fetal syndromes with 
- hypertrichosis. There are many other con- 
genital and inherited syndromes characte- 
rised by excess hair growth. 


like hair over.the entire body. It usually 
accompanies an internal malignancy and may 
remit with successful therapy of the under- 
lying disease. Females are more commonly 
affected than males. 


Management: 


If removal of the underlying cause is not 


possible, local destructive methods (see 
above) may be used to remove the hair if 
appropriate. 


Acquired ^ hypertrichosis lanuginosa 
acquisata is characterized by a fine down- 


* * * * * * 
The fan shaped leaf of the ginkgo tree is one of the symbols of Kew Gardens. 


In 1878 a firm of chemists, Thomas Christy's donated a jar of ginkgo seeds to the Phar- 
maceutical Society's museum of materia medica- one of the largest and most important 
collections of crude drugs in the world. Over 100 years later, in 1983, the collection 
was transferred to Kew, where the gardens’ experts arranged it in taxonomic order 
and tidied it up. Out of interest they planted two or three of the gingkgo, and this 

` living tree "expresses more than any treatise can, the collection's vitality, its potential 
and the lessons still to be learned from it", writes Christine Stockwell in "Nature's Pharmacy: 
а Hisotry of Plants and Healing”. It isn’t only of historical interest: although nowadays 
medicines are big business, the book's introduction points out that 80-90% of the 
world’s population still depend largely on remedies dervied from plants. 


(BMJ Vol. 296 11 June 1988) 


CIMETIDINE IN 1989 


More than 30 million cases treated ... 
Now re-emerging as H; receptor antago- 
nist of choice,as myths regarding safety 
of other Н» receptor antagonists are 


exposed. 


CIMETIDINE = CIMETIGET 
Ф Particulars from: 


FRANCO-INDIAN 
PHARMACEUTICALS LTD. 
20, Dr. Е Moses Road. Bombay 400 011. 
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 GramoNeg^ 


The first choice. The best choice. 


* Eradicates problem pathogens — 
E. Coli, Shigella, Salmonella 


* Scores over other antibacterials like 
tetracycline, chloramphenicol, 
streptomycin, co-trimoxazole 


* Proven safety in infants and children 


GRAMONEG is a very effective and safe antimicrobial agent 
in acute gastroenteritis in infants and children. 


Ind. Med. Gazette, July 1982 CXVI, No. 7, 202-4 





GramoNeg The best choice in bacterial diarrhoeas. 


RANBAXY 
Supply: Tablets = 500 mg | LABORATORIES LIMITED 
Suspension — 300 mg/5 ml PAMA WARE | 
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Solvin 
Expectorant 


INDIA'S FIRST _ 
NON-ANTIHISTAMINIC 
EXPECTORANT 








THAT TREATS COMMON-COLD 


AND PRODUCTIVE COUGH 
gut 


KEEPS THE 
PATIENT 
ALERT AND 
— ACTIVE 


SOLVIN EXPECTORANT 
brings about : 
DRAINING, EXPULSION, 





DECONGESTION 

& BRONCHODILATATION 
ee nn —— ——— ———À 
Each 5 ml of Solvin Expectorant Liquid contains Each Solvin Expectorant Tablets contains 
Bromhexine hydrochloride BP 4mg ) Bromhexine hydrochloride BP 8 mg 
Pseudoephedrine hydrochloride BP 30 mg Pseudoephedrine hydrochloride BP 60 mg 
pL PR SAIL АЙНАДИН ИННИИ itti UC TREE SERES 
SOLVIN EXPECTORANT TABLET PRESENTATION оцу EXPECTORANT LIQUID 
Strip of 10 tablets Bottle of 60 ml & 120 т! 
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COLICARMIN ALSO IN SYRUP 
FOR RAPID RELIEF - 
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Manufactured by: 
ич MARKETED BY: 


® 
BAN LABS PVT. LTD. | BAN MARC PVT. LTD. 
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HERBAL REMEDY 
for the rapid cure of 
acute infectious hepatitis 


TO COLORS 





COMPOSITION : 

Each capsule contains: Each 5 ml contains: 

Extract of Ricinus communis 175 mg. Extract of Ricinus Communis 30 mg. 
Extract of Phyllanthus niruri 50 mg. Extract of Phyllanthus niruri 8 mg. 
DOSAGE: DOSAGE : ! 

ADULTS : Two Capsules thrice CHILDREN : (Between 1 and 3 years) 


daily an hour before food for 15 ml (Three teaspoonfuls) thrice daily. 
7 days and 2 capsules twice Ап hour before food for one week and 
daily during the next 2 to 3 10 ml. (Two teaspoonfuls) thrice daily 
weeks during the next two to three weeks. 


CHILDREN : (Between 3 and 12 years) |NFANTS:5 ml. (One teaspoonful) 


2 UE LE day an thrice daily an hour before food for one 
nd "etim e ef dai week and (one teaspoonful) twice daily 
a apsule twice dally — for the next two to three weeks. 


during the next 2 to 3 weeks 
ha INDICATIONS : A safe and effective 
PACKINGS : CAPSULES 30's, 100's, 250's herbal remedy for the treatment of 
SYRUP 115 ml.225 ml.Bottles Acute Infectious Hepatitis (Jaundice) 


It has been found that Antibiotics 
& corticoteroids have no role in the 
treatment of Acute Infectious Hepatitis. |. 


/ 
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Richness of Health & Well-Being 


MERIND LIMITED, New India Centre, 17 Cooperage Road, Bombay 400 039. * Trademark 





Deca-Durabolin 100' 


DUAL-ACTION HAEMATOPOIESIS 
IN ANAEMIA OF CHRONIC RENAL FAILURE 





* Increases serum * Increases packed cell 
erythropoietin, volume and red-cell mass 
haemoglobin and | 
haematocrit levels | 


COMPOSITION For adverse reactions, warnings & . 

Each ml of the oily solution contains: precautions, drug-interactions— 

Nandrolone Decanoate B.P. 100 mg refer Infar's Therapeutic Index. : 
DOSAGE 


Males 200 mg every week 


Females 100 rng every week Manufactured under licence from 





CONTRAINDICATIONS N.V. ORGANON HOLLAND «o 

Pregnancy. known or suspected Q 

prostatic carcinoma,known or Further tnformation availabe 

suspected breast carcinoma ; on request from $ 

in the male. 

PRESENTATION oe E ы 
38 Chowringhee Road à 

Pack of 1 ml ampoule INFAR Calcutta 700 071 
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Ocular fundus changes in toxemia of pregnancy 


Chandrasekhara Reddy S. 


Introduction . 


The toxemia of pregnancy in a group of diseases occuring during 
last trimester of pregnancy or in early puerperium characterised by 
hypertension, oedema and proteinuria separately or together (Pre- 
eclampsia), and may culminate in convulsions and coma (Eclampsia). 
The fundus picture in toxemia of pregnancy is that of hypertensive 
retinopathy demonstrated by arteriolar spasm, constriction of arteries, 
flame shaped haemorrhages, cotton wool: exudates and edema of 
retina, Exudative ‘detachment of retina and papilledema may occur 
in severe cases (Duke Elder and Dobree, 1967). In this paper the author 
reports the results of their s'^ dy on ocular fundus changes in 400 cases 
of toxemia of pregnancy An attempt was made to correlate the 
incidence of retinal ch: ages with age, gravida of patients, period of 
gestation and blood pressure in these cases. 


Materials and methods: 


The patients included four hundred cases 
of toxemia of pregnancy (275 pre-eclampsia 
and 125 eclampsia), admitted in the mater- 
nity ward of Government General Hospital, 
Kakinada, during the period 1979-83, who 
were referred for fundus examination. All 
the patients were in the last trimester of preg- 
nancy. Age gravida of patients, period of 
gestation and blood pressure were noted in 
all the cases. Fundus examination of both 
eyes was done with direct opthalmoscope 
after dilating pupils with 10% drosyn (Pheny- 
lephrine) drops. The patients were followed 
up for two weeks after delivery. 


Observations: 


The patients in the present study were 
aged between 16 and 39 years, majority of 
them (77.5%) being in the age group of 16-25 
years (Table I). 
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Table I 
Showing age distribution of patients 














—— 








Agein Pre-  Eclamp- Total Percent- 
years eclampsia іа age 

16-20 135 86 221 8523 
21-25 62 27 89 22.25 
26-30 52 7 59 14.75 
31-35 21 5 26 6.50 
36-39 - 5 - 5 1.25 
215 125 400 100.00 


——— ————Ó— S 


Two hundred and forty three patients (60.75%) 
were primis and the rest multis (Table II). 


Table II 
Showing Gravida distribution of patients 
ce Sal seh LS AS eh T Dn 








Gravida Pre  Eclamp- Total Percent- 
eclampsia sia age 

Primi 147 96 243 60.75 
Second 58 13 71 17.75 
Third | 37 10 47 11.75 
Fourtha 18 4 22 : 5.50 
Fifth 15 fA IES Y 4.25 

275 125 400 100.00 
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Out of 400 patients examined, 236 (59%) showed retinal changes (Table Im. 
Table III 
Showing incidence of fundus changes in toxemia of pregnancy 








Di Total no. of cases No. of cases with Percentage 
iseases l 
fundus changes 
Pre-eclampsia 215 147 | 53.45 
Eclampsia 125 89 71.20 
400 236 100.00 





which were more frequent in eclampsia than in pre-eclampsia cases. Various fundus changes 
observed in pre-eclampsia and eclampsia cases are shown in Table IV. 


Table IV 
Showing various fundus changes in toxemia of pregnancy 








F Pre-eclamp- ^ Eclampsia Тоїа1400 overall 
undus changes | 
sia 275 cases 125 cases cases percentage 

Narrowing of Arterioles 112 71 183 45.75 
Spasm of Arterioles - 27 9 36 9.00 
Sclerosis of Arterioles 9 5 14 3.50 
Spasm of Central Retinal Artery 3 4 7 1.75 
Retinal Edema 68 47 115 28.75 
Retinal Haemorrhages 10 12 22 5.50 
Retinal Exudates 9 8 17 4.25 
Macular Edema 10 9 19 4.75 
Cherry red spot in Macula 3 4 7 1.75 
Blurring of disc margin 3 4 7 1.75 
Pallor of Optic disc 16 12 28 7.00 





Narrowing of retinal arterioles was the 
commonest change (45.75%) seen in this 
study followed by retinal edema (28.25%). 
As some of the patients showed more than 
one change in fundus. the total number shown 
in the table will be more than the total number 
of patients. 


Discussion: 


The most common and carly sign is spasm 
and narrowing of retinal artetioles in these 
patients (Wagener, 1933). Usually it starts 
in the nasal periphery and spreads towards 
the disc, becoming generalised. However, 
it can be seen in any branch of the retinal 


arteries. Narrowing of the vessels may be 
more marked locally at intervals in the vessel 
wall and this is termed focal spasm. Recog- 
nition of this condition together with insti- 
tution of adequate hypotensive treatment 
may prevent the onset of more serious sclero- 
sis and retinopathy. 


Retinal vascular changes are liable to occur 
when the systolic blood pressure is above 
160 mm Hg and the diastolic is above 100 mm 
Hg. They are marked when these limits reach 
200/130 mm Hg. In general the degree of 
retinal changes run parallel with severity of 
hypertension and therefore of toxemia of 
pregnancy (Duke Elder and Dobree, 1967). 
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Pallor of the optic disc seen in the present 
study was due to spasm/narrowing of retinal 
arterioles. Depending on the severity of 
arteriolar changes diffuse pallor of the disc 
or pallor on nasal/termporal side of the disc 
was observed. 


If toxemia continues, at some stage of 
spastic process permanent sclerotic changes 
occur in the walls of the arterioles, apparently 
in response to ischaemia of vascular wall 
caused by continual compression of the vasa 
vasorum by the spastic contractions. Sclerosis 
of retinal arterioles was seen between the 
optic disc and first arterio venous crossing: 
This was observed more often in multis who 
gave history of pre-eclampsia in previous 
pregnancies. 


Spasm of central retinal artery in both 
eyes was observed in 7 patients, giving the 
appearance of diffuse pallor of the disc and 
retina with a cherry red spot in macula. In all 
of them the systolic blood pressure was more 
than 180 mm Hg and diastolic more than 
120 mm Hg. With the institution of 1 c.c. of 
retrobulbar injection of duvadilan followed 
by injection duvadilan 1 c.c. I.M.Bd along 
with antihypertensive drugs and sedatives, 
the spasm disappeared in 48 hours. As the 
patients were in full sedation, vision could not 
be assessed before starting the treatment in 
any of these patients. 


In 1 to 276 of cases of eclampsia, amaurosis 
makes itself manifest as soon as patient begins 
to arouse from com? Most frequently the 
disturbed vision is caused by edema of retina 

Which usually disappears spontaneously. It 
is some times caused by edema of optic nerve 
or visual cortex in occipital lobe. The blind- 
ness is usually transient and vision returns 

to normal within a week (Hellman and Prit- 
chanrd, 1971). 


Mathew et al (1975) have reported ama- 
urosis in 3 cases of toxemia of pregnancy due 
to retinal artepial spasm. Two patients re- 
gained normal vision within 24-48 hours after 
delivery. The third patient did not improve 
to normal vision as she had optic atrophy in 
both eyes. Wagener (1933) has stated that the 
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cause of loss of vision could be spasm of 
arterioles of retina or visual centre in occipital 
lobe or both, with or without accompanying 
edema. 


Retinal edema usually makes its appear- 
ance at the upper and lower poles of the disc 
and progresses away from the disc along the 
course of nerve fibres. In earlier stages of 
the edema of retina, the portion involved 
appears milky and on close examination with 
the very best focus of the ophthalmoscope, 
its surface shows faint striations running in 
the direction of nerve fiber layers. 


Corwin (1927) was of the opinion that the 
earliest change in the fundus was retinal 
edema and it often precedes spasticity, retinal 
exudates and haemorrhages. Finnerty (1954) 
has described a retinal sheen, probably attri- 
butable to retinal edema, which he states is 
specific of preeclampsia and is often an early 
sign. He differentiates preeclampsia from 
hypertensive disease on this basis. 


In the present study macular edema was 
seen in 19 cases. None of them showed any 
evidence of retinal detachment. In 7 of them 
retinal edema was so marked that the disc 
margins were not clearly visible in the upper 
and lower poles. All these seven patients were 
near full term and hence termination of preg- 
nancy was advised and carried out to save 
sision. After the delivery the blood pressure 
came down dramatically and oral cortico- 
steroids were started for resolution of macu- 
lar edema. All of them regained normal 
vision in a period of 10-14 days. At the time 
of discharge, fundus examination revealed 
complete resolution of macular edema in both 
eyes. The steroids were tapered off slowly 
and stopped completely one week after 
regaining normal vision. 


Rare changes like optic neuritis in toxemia ` 
of pregnancy (Blagojevic et al, 1963), acute 
ischaemic optic neuropathy in pre-eclampsia 
(Beck et al, 1980), retinal detachment in pre- 
eclampsia (Reddy and Veera Raghavamma, 
1984), bilateral retinal detachment in eclamp- 
sia without hypertensive retinopathy (Oliver 
and Uchlnik, 1980) have been reported in the 
literature. 
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Fundus changes were seen slightly more often in elderly patients and in multis, but the 
difference was not of much significance. However, the retinal changes were observed three 
times more often in patients with blood pressure more than 160/100 mm Hg (Table V). 


Table V 


Showing relationship of fundus changes with the age, gravida, period of gestsron 
and blood pressure in toxemia of pregnancy 


Preeclampsia Eclampsia Total 400 cases 
215 cases 125 cases 
Clinical : Over all 
Parameter No.of Fundus No.of Fundus No.of Fundus percentage 
cases changes ^ cases changes cases changes 


present present present 
Age: (Years) ip^ 
16-25 197 99 133 78 310 . 177 57.09 
26-30 78 48 12 11 90 59 65.55 
Gravida: 
Primi 147 75 96 61 243 136 55.96 
Multi 128 72 29 28 157 100 63.69 
Period of 
gestation: 
(in weeks) 
32-36 186 109 49 31 235 140 59.57 
37-40 Б... 38 76 58 165 96 58.78 
Blood pressure: 
(mm. Hg) 
Below 160/100 163 46 58 24 221 70 31.67 
Above 
160/100 112 101 67 65 179 166 92.73 


It may be concluded from this study that retinal changes run parallel with severity of hyper- 
tension in these patients. Similar observation has been reported by Francis (1959) and Kishore 
et al (1965). 

In the present study there were no changes in the fundus in 41% of patients. This incidence 
is higher than 16% (Siva Reddy, 1959), 30% (Shukla et al 1976) and 36% (Kishore et al 1965) 
but lower than 48% (Francis, 1959), 70% (Agarwal et al 1980) reported earlier. The com- 
parative incidence of retinal changes in toxemia of pregnancy, reported by different authors 
from our country is shown in Table VI. 


Table VI 
Showing comparative incidence of fundus changes in toxemia of pregnancy (in percentage) 


Francis SivaReddy Kishore Shukla Agarwal. Present 





etal et al et al study 
Changes (1959) (1959) (1965) (1976) (1980) 
in Retina 100 саѕеѕ 50 саѕеѕ 100 саѕеѕ — 20cases 50 саѕеѕ 400 саѕеѕ 
Arteriolar Spasm 26 36 51.5 40 24 10.75 
Vascular Sclerosis 7 28 2.0 20 4 3.50 
Retinopathy 9 18 16.0 10 2 40.25 


—— ——— ———— — 
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The variation in the findings may be due 
to the fact that the number of cases studied 
were different in various series and also the 
number of severe pre-eclampsia cases were 
variable. 


Agarwal et al (1957) estimated the blood 
pressure in retinal arterioles (or perhaps the 
ophthalmic artery) by ophthalmo dynamo- 
metry and have concluded that the diastolic 
pressure increases early in the development 
of preeclampsia and before the pressure in 
the brachial artery rises; the greater the dis- 
proportionate rise in retinal pressure in pre- 


eclampsia and eclampsia, the greater is the’ 


prognosis. 


If organic changes have taken place in 
the artery wall or slight turbidity is present 
in the retina, the prognosis for the child is 
more unfavourable than if only the vessel 
constriction is present (Sadowsky et al, 1956). 


The presence of changes in the arterioles 
of retina and hemorrhages in the retina may 
probably indicate similar changes in placenta. 
The well being of the foetus depends on the 
placental circulation which can be indirectly 
assessed by seeing retinal arteriolar circulat- 
ion with the ophthalmoscope. The presence 
of exudates in retina may indicate albuminuric 
retinopathy and the possibility of damage 
of the kidneys. The papilledema in the eyes 
may indicate raised intracranial tension-and 
such patients may develop convulsions. In 
cases of toxemia of pregnancy, the retinal 
vascular changes usually retrogress with the 
decrease of blood pressure; haemorrhages, 
exudates and edema completely disappear 
after the delivery due to disappearance of 
placental toxins. So, by repeated fundus exa- 
mination at regular intervals one can assess 
the severity of the disease and also the pro- 
gress in terms of response to the treatment 
instituted. 


Sudden diminution of vision associated 
with central retinal artery spasm or progressive 
spasm of retinal arterioles or retinal edema. 
Increase in macular edema or papilledema, 
onset of retinal detachment are the warning 
ophthalmoscopic signs for termination of 
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pregnancy to save the vision of the mother 
and also life of the foetus and mother. 


In patients of toxemia of pregnancy, visual 
symptoms are few and often absent unless 
the macula is involved when the patients notice 
diminution or distortion of vision. Occasio- 
nally there may be temporary blindness and 
patient regains normal vision in a few days 
after delivery. Sudden onset of headache 
which is resistant to ordinary therapy, in a 
patient of severe pre-eclampsia, is a warning 
symptom before the onset of first convulsion. 


Summary: 


Four hundred cases of toxemia of preg- 
nancy were examined for ocular fundus 
changes and 59% of them showed one or more st 
retinal changes. The most common change . 
observed was narrowing of retinal arterioles. 
The incidence of retinal changes were found 
to be parallel to the severity of blood pressure 
and therefore of toxemia in these cases. The 
importance of fundus examination is high- 
lighted and the literature is briefly reviewed. 
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A review in “Archives of Disease in Childhood" (1988;63:582-3) of the medical 
effects of food additives makes several good points. For example, it lists a few natural 
toxins-oxalic acid in rhubarb; goitrogens in brassicas; cyanogens in almonds, tapioca, 
and lima beans; 5-hydroxytryptamine in bananas; psoralens in celery, peas, and parsley; 
solamine in potatoes; myristicin in nutmeg and carrots; and lectins in red kidney beans. 
And it warns that not oll "health foods" are healthy: a survey of 59 samples of peanut 
butter from health stores found that 11 contained over 10 times the permitted amount 


of aflotoxins. 


(BNU Vol. 296 11 June 1988) 
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Beta, sympathomimetic agents versus rose: 
dilator-steroid combinations in chronic asthma. 


Phadke A.S., Lokhandwala V.A., Kulkarni P.. 


Introduction 


Over the past years, the primary definition of asthma has shifted 
its emphasis from the spastic ep to the inflammatory one 
resulting in bronchial hyperreactivity’. Given the need to control the 
ongoing pathological changes in the small airways, a comprehensive and 
fundamental reversal of the changes is called for in the management, 
as opposed to mere relief of bronchospasm. Despite the advent of 
beta,. specific sympathomimetic agents, gaps continue to exist in the 

management of chronic asthma as exemplified by the reported spurts 
in asthma-related mortality even in the developed countries *~>. 


If the control of the inflammation in small airways is to be effectively 
achieved there is a strong need to add steroids in the management 
of asthma. Mono therapy with steroids, however, is fraught with the 
dangers of side effects, hence the need for combining low dose steroids 
with bronchodilators. The present study was aimed at evaluating the 
safety and efficacy of a low dose steroid-bronchodilator combination 

-(Cortasmyl) in comparison with those of beta, specific sympatho- 


mimetic agents in the management of chronic bronchial asthma. 


Material and methods: 


А total of 150 adult patients of either sex 
with chronic bronchial asthma were included 
in the study. It was ensured that the patients 
had not received any specific anti-asthma 
therapy for 7 days before the initiation of the 
study. Patients with peptic ulcer disease, 
and those with hypertension and diabetes 
were excluded from the study. On admission 
a complete history was obtained from each 
patient and a thorough physical examination 
performed with particular reference to the 
respiratory system. Pulmonary function tests 
such as FVC, FEV, and PEFR were per- 


t € 5 —— MÀ Á— HQ  À— I — M M ——— Á— 


Dr. Phadke, A.S.. 
Dr. Lokhandwala V.A., 

Dr. Kulkarni Р. 

B.J. Medical College & Sassoon Hospitals, 
Pune. 


Specially contributed to “The Antiseptic” 





373 


formed in all patients and their presenting 
symptoms, viz. dyspnoea and cough graded 
on a scale of 0-3 as follows; 0 - absent, 1 - mild, 
2 - moderate, 3 - severe. A note was made 
of the number of dyspnoeic episodes occur- 
ring in the week before inclusion in the study. 
In addition to systemic antibiotics and expect- 
orants patients were randomly allotted to 
one of three treatment groups: one receiving 
Cortasmyl 1 tablet t.d.s. (Cortasmyl group), 
the other salbutamol 2 mg. t.d.s. or terbuta- 
line 2.5 mg. t.d.s. (standard dose beta, symp- 
athomimetic group) and the third salbutamol 
4 mg. t.d.s. or terbutaline 5 mg. t.d.s. (High 
dose beta, sympathomimetic group). The 
treatment was continued for four weeks and 
the improvement in, the symptom scores, 
pulmonary function tests and number of 
dyspnoeic attacks noted during treatment 
and at the end of the therapy. Oreurence 
of side effects was noted and at the end of 
treatment, an overall global assessment was 
made on a scale of Very Good to Poor. 
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Of the total 150 patients included in the 
study, 78 (52%) were males and 72 (4896) 
females. The mean age of the patients was 
52.4 years. : 

Table 1 and 2 give the improvement in 
cough and dyspnoea scores in the treatment 
groups. There was a significant reduction 
in the cough and dyspnoea scores in the Cor- 
tasmyl and the High dose beta, sympatho- 
mimetic groups, at the end of therapy. This 
was, however, not observed in the standard 
dose beta; sympathomimetic group. Patients 
in the Cortasmyl group showed a significantly 
greater reduction in cough and dyspnoea 
scores at the end of therapy, as compared 
to those in the Standard beta, sympatho- 
mimetic group. 





Table - I 
Improvement in Cough Scores with Treatment 
Mean (SE) 
bs After 
Treatment Initial Therapy Change 
Cortasmylgroup 1.73 1.26 0.47** 
(0.1) (0.1) 
Standard dose 1.69 1.61 0.08 
Beta, sympatho- 
mimetic group (0.1) (0.1) 
High dose Beta; 1.76 1.48 0.28* 
sympathomimetic - 
group (0.1) (0.1) 


* Significant P«0.05 (Wilcoxon MPSR) 
** Highly significant P—0.01(Wilcoxon MPSR) 


Change in Score in Cortasmyl group vs. 
Standard dose Beta» sympathomimetic group: 
Significant P<0.05 (Mann Whitney) 
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Table - u i 
Improvement in Бука Scores 
with Treatment | 
Mean (SE) 
Treatment - Initial ene Change 
. Therapy 
Cortasmylgroup 1.38 0.73  0.65** 
(0.09) (0.08) 
Standard dose 13675119 70.17 
Beta, sympatho- 
mimetic group (0.09) (0.09) 
High dose Beta, 1.41 0.8 0.61** 
sympathomimetic 
group (0.1) (0.08) 


** Highly significant P<0.01 (Wilcoxon MPSR) 


Change in Score in Cortasmyl group vs. 
Standard dose Beta; sympathomimetic group: 
Significant Р<0.05 (Mann Whitney) 


Table 3 gives the improvement in the num- 
ber of dyspnoeic episodes per week with treat- 
ment. A significant reduction in the number 
of episodes wàs noted in the Cortasmyl and 
the High dose beta; sympathomimetic group. 
The reduction in episodes in the Cortasmyl 
group was significantly greater than that in the 
Standard dose beta» sympathomimetic group. 


Table - III 
Improvement іп the number of dyspnoeic · 
episodes per week 
Mean (SE) 
К Айег 
Treatment Initial Therapy Change 
Cortasmylgroup 4.4 ZB. H6 
(0.6) (0.4) 
Standard dose 4.1 3A 0.4 
Beta, sympatho- 
mimetic group (0.7) (0.6) 
High dose 4.0 2.8 Lan 
Beta; sympatho- 
mimetic group (0.6) (0.3) 


** Highly significant P<0.01 (Paired t Test) 
Change in Cortasmyl group vs. Standard dose 
Beta, sympathomimetic group: Significant 
P«0.05 (t Test) 
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Table 4 - 6 give the improvement in FVC, 
FEV, and PEFR in the three treatment 
groups. Patients in the Cortasmyl and the 
High dose beta, sympathomimetic groups 


ES 


monary function indices at the end of therapy. 
The increase obtained in the Cortasmyl group 
was significantly greater than that in the 
Standard dose beta; sympathomimetic group. 


showed a significant increase in these pul- 


Table - IV 
Improvement in FVC (litres) with Treatment 
Mean (SE) 
Treatment Initial After Change 
Therapy 
Absolute % 
Cortasmyl group 2.31 3.11 0. 8** 34.6 
(0.1) (0.15) 

Standard dose 2.38 2.64 ().26 10.9 
Beta; sympathomimetic group (0.1) (0.1) 
High dose 2.27 2.92 0.65** 28.6 
Beta; sympathomimetic group (0.1) (0.14) 


** Highly significant P<0.01 (Paired t Test) 
Change in FVC in Cortasmyl group vs. Standard dose Beta, sympathomimetic group: 
Significant P<0.05 (t Test) 


Table - V 
Improvement in FEV, (litres) with Treatment 
Mean (SE) 
Treatment Initial ATE cun 
Therapy 
Absolute y А6 
— -Cortasmyl group 1.46 1.98 0,527 35.6 
(0.1) (0.15) 
Standard dose 1.51 1.64 0.13 8.6 
Beta; sympathomimetic group (0.1) (0.15) 
High dose 1.44 1.87 0.43** 29.9 
Beta; sympathomimetic grou 0.1) (0.15 


** Highly significant P<0.01 (Paired t Test) 
Change in FEV, in Cortasmyl group vs. Standard dose Beta, sympathomimetic group: 
Significant P<0.05 (t Test) 


Table - VI 
Improvement in PEFR (litres/min.) with Treatment 
Mean (SE) 
Treatment. Initial due “aange 
Therapy 
Absolute ^ 90 
Cortasmyl group - 246 362 116** 477 
(12) (15) 

Standard dose 251 216 25 
Beta sympathomimetic group (13) (14) 


High dose 248 344 96** 


Beta sympathomimetic group (13) (14) р 


** Highly significant Р<0.01 (Paired t Test) 
Change in PEFR in Cortasmyl group vs. Standard dose Beta; sympathomim. 
Significant P<0.05 (t Test) 
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Table 7 gives the incidence of side effects 
in the treatment group. 3/50 (6%) patients 
in the Cortasmyl group and 5/50 (10%) pati- 
ents in the Standard dose beta, sympatho- 
mimetic group complained of side effects 
as against 18/50 (36%) in the High dose beta, 
sympathomimetic group. The side effects 
reported were mild in the nature and included 
essentially epigastric discomfort, headache, 
giddiness, insomnia, nausea and vomiting. 
Palpitation and tremor were marked in the 
beta; sympathomimetic groups. 


Table - VII 
Incidence of Side Effects in Treated Groups 


No. of * 
Treatment Patients %o 
Cortasmyl group 3/50 6 
Standard dose Beta; 
sympathomimetic group 5/50 10 
High dose Beta; 
sympathomimetic group 18/50 36 


Table 8 gives the overall response to 
treatment in the three groups. Ninety percent 
of patients in the Cortasmyl group were rated 
as showing a Very Good - Good response 
to treatment as against 58% and 78% in the 
Standard and High dose beta, sympathomi- 
metic groups respectively. 


Table - VIII 
Overall Evaluation of Response to Treatment 


% of Patients 


Cortasmyl Standard High dose 
group — Beta;symp- Beta; symp- 
athomimetic athomimetic 
group group 
Very 
Good 32 28 44 
Good 38 30 34 
Fair М 24 18 
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Discussion: 

An abundance of current evidence indi- 
cated that asthma is a heterogeneous disease 
state from several points of view.° Asthma 
should be considered as an acute réversible air- 
ways disease from a variety of causes and mecha- 
nisms.? The final common pathway of course 
is the so-called bronchospasm which in fact 
includes elements of smooth muscle con- 
striction, mucosal edema and excessive mucus 
with plugging of the conducting airways in 
advanced stages. The fundamental nature 
of asthma is one of bronchial hyperreactivity 
resulting in sudden variations of muscle tone 
and perhaps other perturbations within the 
conducting airways. In fact, this was appre- 
ciated by the American Thoracic Society as 
early as 1962 when it defined asthma as a 
disease characterised by ап increased res- 
ponsiveness of the trachea and bronchi to a 
variety of stimuli." 


Inflammation is now recognised as an 
important element in bronchial hyperreacti- 
vity.5 The pathology of chronic asthma is 
characterised by hypertrophy of mucus secret- 
ing glands, goblet cell metaplasia, hyper- 
plasia and hypertrophy of smooth muscle, 
basement membrane thickening and sub- 
mucosal and mucosal changes such as inflam- 
matory cell infiltration, oedema and epithelial 
cell damage.”"'' In fact, the persistance of 
these changes even during asymptomatic 
intervals in chronic asthma is well recognised. '! 


Against this background, it is not difficult 
to appreciate as to why plain bronchodilators 
fall short of the ideal means of treating asthma. 
It may be said that they treat the effect but 
not the cause of the problem which is bron- 
chial hyperreactivity and not mere bronchos- 
pasm. The biochemical mediators of asthma 
which lead to all the changes described above, 
overlap considerably with the mediators of 
inflammation in general.?'':'* Most, if not 
all, are derived from arachidonic acid released 
from the damaged membranes of cell struc- 
tures.'^ Corticosteroids thromgh the lipo- - 
modulin mechanism suppress phospholipase 
activity and thereby shut off mediator re- 
lease. ^'^ They thus provide more compre- 
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hensive control of asthma than plain broncho- 
dilators. 


In the present study, Cortasmyl which 
is a combination of low dose steroid with 
bronchodilators is observed to control bron- 
chial asthma much more effectively than beta, 
agonists. The difference is more marked with 
the standard dose of beta, agonists. The 
superiority of steroid-bronchodilator combi- 
nation is not difficult to understand as there is 
a 2-tier control of the pathophysiology viz., at 
the fundamental level of mediator release and 
at the effector cell such as the smooth muscle. 


The effectiveness of Cortasmy] is reflected 
not only in the control of clinical signs and 
symptoms but also in the improvement in 
the pulmonary function indices such as Peak 
flow FVC and FEV, Understandably admi- 
nistration of higher doses of specific beta, 
agonists resulted in greater improvement 
than with standard doses but this was fraught 
with a higher incidence of side effects such 
as palpitations, tremors, etc. 


It can therefore be concluded that Corta- 
smyl which offers the benefit of the dual or 
additive action of low dose steroid and bron- 
chodilators constitutes a more effective mode 
of controlling chronic bronchial asthma than 
beta» specific sympathomimetic agents alone. 
Summary: 

The persistence of an inflammatory pro- 
cess in small airways is increasingly recog- 
nised as the underlying cause of bronchial 
hyperreactivity that characterises the patho- 
physiologic state of bronchial asthma. Con- 
trol of this inflammation should form an inte- 
gral part of management of asthma. Corti- 
costeroids in physiologic doses so as not to 
disturb the hypothalamopituitary adrenal 
axis Or cause other adverse effects, can ef- 
fectively block the release of various media- 
tors of asthma. This is through lipomodulin 
which inhibits phospholipase-A; and thus 
arrests the release of arachidonic acid, the 
precursor of asthma mediators. 


To test the safety and efficacy of low dose 
steroid therapy in asthma, 150 adult patients 
were divided into three groups, each receiv- 
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ing salbutamol, terbutaline sor a broncho- ~ 


dilator-steroid combination, for four weeks. 
Evaluation was through pulmonary function 
studies (FEV,, FVC, MEFR), frequency 
and severity of acute episodes, incidence of 
side effects, and global assessment. The bron- 
chodilator-steroid combination produced 
greater improvement in lung function indices 
and lesser side effects than the beta; symp- 
athomimetic agents used alone. 
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Functional dyspeptic symptoms 
associated with 
DELAYED GASTRIC EMPTYING’ 


ENDOPAGE* 


domperidone 


RELIEVES DYSPEPTIC SYMPTOMS . 
BY STIMULATING GASTRIG EMPTYING? 
with greater reliability and safety — . 
than other drugs. 


ENDOPACE exerts more reliable gastric stimulation 
without the problem of extrapyramidal dystonia - 
compared to metoclopramide’. | 
And.antacids are known to contribute to gastric stasis 
instead of favourably influencing gastric motility’. . 


DISTINGUISHED DISTINCTIONS JUSTIFY FIRST PREFERENCE OF ENDOPACE IN THE 
ROUTINE MANAGEMENT OF DYSPEPTIC SYMPTOMS 
. References 
1. Baeyens,R., et al. (1979), Postdrad. Med. J., 55(Suppl.t): 19. 
2. Bekhti,A. and Rutgeerts,L. (1979),Postgrad. Med. J.,Sb(Suppl.1): 30 


8. Reyntjens,A.J.. et al., (1978), Arzneim Forsch.,28:1194.  . 
4. AMA Drug Evaluations, 6th Edition, 1986,W.B.Saunders Go.,Philadelphia, p.942. 


For further information, please write to: 


Proprietor: 
Chemosyn Limited, 
38, Suren Road, Andheri (East), Bombay 400 083. 
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CHLOROMYCETIN EAR DROPS. 


CONTAINS ? WARNING : Application should be discontinued 
И signs of allergic reaction occur. : 
Chloramphenicol, I.P. ............ 596 w/v Following topicai application of Chloramphenicol 
А preparations, the hazard ої aplastic anaemia is 
Benzocai ne, I.P. ссе cn ete Ыр 1% w/v very unlikely but should be borne in mind when 
Propylene Glycof, USP. ............. Q.S.' assessing the benefit expected from their use. 


FULL PRESCRIBING INFORMATION AVAILABLE ON REQUEST 


(R) Regd. Trademark of Parke Davis & Co. USA 
Licensed users - Parke Davis (india) Ltd 


° PARKE-DAVIS 


PARKE DAVIS (INDIA) LIMITED , sak: NAKA. BOMBAY 400 072 
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STAND MODEL 
В. P. APPARATUS 





e The right height for the anaesthetist. 

e Special baseplate for absolute stability. 

e Casters for easy moving. 

e Specially designed for modern 
operation theatres, 


e Guaranteed for one year 
against any manufacturing defect 


€ peluxe, Regular, Wall & Dial 
type B.P. Apparatus also available 
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& ALLIED PRODUCTS 


34. ELEC.CO OP. ESTATE, 
PUNE SATARA ROAD PUNE- 411 009 
(MAHARASHTRA?) 


AVAILABLE WITH ALL LEADING SURGICAL & MEDICAL DEALERS 


THROUGHOUT SOUTH INDIA 
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| EDC y. Particulars from: 
uA FDC Limited 
66, Lakshmi Building, Sir P.M. Road, Fort, Bombay-400 001. 


* The OR. of choice since 1972 
* Now available in a convenient 
UNIT DOSE pack _ P 2 
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The Dawn Of A New Era In 
Erythromycin Therapy 


ERYSAFE 
The Only Erythromycin Base In Enteric Coated Form 


e Superior to conventional erythromycin forms 

e Not destroyed by gastric acid 

e Superior absorption 

e Péak plasma levels even in the presence of food 


ERYSAFE 
The First Among Equals 


e Tonsillo-pharyngitis € Folliculitis 

e Tracheo-brorichitis ө Impetigo 

e Pneumonitis e Furuncles 

e Otitis media e Acne vulgaris 


ERYSAFE 


Available as ERYSAFE 125 mg/250 mg/500 mg 


ERYSAFE 
The Erythromycin With 
Superior Dynamics 














For further information write to: А 
U. S. VITAMIN (INDIA) LTD. 
Poonam Chambers 'B' Wing, Bombay 400 018. 
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Efficacy and safety of Fenbufen in comparison 


with Ibuprofen in the man 


arthritis. 


agement of rheumatoid 


Porkodi R., Subramaniam Ramakrishnan, Panchapakesa Rajendran C., 
Parthiban M., Radha Madhavan, Chandrasekaran A.N. 


Summary 


Fifty patients with classical or definite rheumatoid arthritis were 
treated for six weeks with either Fenbufen (900 gms. per day) or 
Ibuprofen (1200 mgs. per day) in a non randomised open trial. Assess- 
ment based on duration of morning stiffness, onset of fatigue, number 
of hot joints, number of painful and tender joints, grip strength, 50 
feet walking time and improvement in functional capacity showed both 


the drugs to have comparable efficacy in reducing the signs and symp- 
toms and both the drugs were well tolerated. However, Fenbufen 
(900 mgs./per day) proved to be superior to Ibuprofen (1200 mgs. per 
day) in reducing total number of painful or tender joints, number of 
hot joints, duration of morning stiffness and in delaying the onset of 


fatigue. 


Introduction: 


Fenbufen is a non steroidal anti inflam- 
matory drug with the following structure: 


OD 
Co - CH, zz CH; ns COOH. 


Fenbufen has analgesic, anti inflammatory 
and antipyretic activity similar to acetyl sali- 
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cylic acid, phenylbutazone and indometha- 
cin'“*. Fenbufen is rapidly absorbed and 
extensively metabolised. Maximum serum 
concentrations are reached one to four hours 
after dosing. Fenbufen was found to be well 
tolerated in patients with previous history 
of gastric intolerance to other NSAIDs?. 


The trial was designed to compare the 
efficacy and safety of Fenbufen with that of 
Ibuprofen in the treatment of rheumatoid 
arthritis, in their anti-inflammatory dosage. 


Material and Methods: 


50 patients of either sex fulfilling the ARA 
criteria for classical or definite rheumatoid 
arthritis were taken up for an open, non rando- 
mised trial with either Fenbufen or Ibuprofen 
in their therapeutic doses. 


25 patients were administered Fenbufen 
300 mg. 3 times a day for a period of 6 weeks 
and the other 25 patients were administered 
400 mg. of Ibuprofen 3 times a day for the 
same period of 6 weeks. The patients were 
given either Fenbufen or Ibuprofen depend- 
ing upon the physician's choice. 


THE ANTICRDT1IO — rii xr anan 
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Following were excluded from the trial: - 


(1) those with renal or hepatic dysfunction, 
(2) diabetes mellitus (3) systemic hypertension 
(4) those who were on steroids, (5) those with 
“gastric intolerance (6) pregnancy. 


Patients were taken up for the trial after 
their consent was obtained. АП patients had 
a detailed general physical evaluation at the 
beginning of the trial. They were assessed 
by the same physician fortnightly for the trial 
period of 6 weeks. Clinical parameter serially 
recorded for assessment were: 


. Duration of morning stiffness, 
. Onset of fatigue, 
. Number of hot joints, 


4» WN ә 


. Total number of painful and tender. 


Laboratory investigations were performed 
for all patients at 0 week, 2nd week and 6th 
week. They included routine haemogram, 
blood biochemistry for renal, hepatic dys- 
function, blood glucose, serum uric acid and 
immunological tests for Rheumatoid Factor 
by latex agglutination using commercial kits. 
Urine routine analysis and motion for occult 
blood were -also performed alongwith other 
laboratory investigations. 


Radiographs of relevant joints were per- 
formed at 0 and 6 weeks. 


At every visit patients were subjectively 
and objectively assessed for side effects. 


None of these patients were administered 
concomittant steroids, analgesics or disease 


joints, modifying agents. Clinical and objective 
5. Grip strength. parameters were subjected to statistical ana- 
6. Walking time for a distance of 50 ft. lysis, using independent ‘t’ test. 
7. Functional capcity. Results: 
Table - Ш 


Clinical parameters assessed 


Para Ibuprofen 
Meters Pretrial —Posttrial Difference 
mean value mean value xl 

Morning 
stiffness 2.8 1.8 1.0 
(in hrs.) SD 0.9 
Onset of 
fatigue 3.52 4.48 ().96 
(in hrs.) SD 1.76 
No. of hot 4.16 1.72 2.44 
joints. SD 3.74 
Total No. 
of painful 29.76 21.00 8.76 
joints. SD 8.29 
Grip 
strength 60.76 75.80 15.04 
mm. of Hg. SD 7.06 
Walking | | 
time 51.88 38.12 13.76 
in seconds. f SD 12.80 , 
ESR 76.00 . 61.28 14.72 
mm/hr. SD 13.73 


SD: Standard deviation. 
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Fenbufen | 
Pretrial Posttrial Difference t. value fc 
mean value mean value x2 x1x2 
2.48 1.36 DEA. 04 
SD 1.18 
4.52 6.76 2.24 2.72* 
SD 1.58 
4.60 0.96 3.64 0.986 
SD 4.80 
36.20 22.08 HD... 85 
SD 15.03 
52.88 63.32 14.44 0.234 
SD 10.74 
37.08 26.68 10.40 0.84 
SD 15.58 
67.44 45.68 21.76 1.79 
| SD 14.03 
* Statistically significant. 
37 


Table - I 


Age & Sex distribution 
Ibuprofen Fenbufen 
Age 
(years) Male Female Male Female 
<20 - - - à 
21-30 - 7 - 5 
31-40 - 9 - 8 
41-50 | " 7 Е 6 
51-60 . - 2 = 4 
Table - П 
Mean duration of illness 
Ibuprofen Fenbufen 
24.84months 17.70 months 
Table - IV 

. Functional capacity 

Class Ibuprofen Fenbufen 
Pre Post Pre Post 
trial trial trial trial 
I 9 12 2 12 
II 13 13 21 13 
IH 3 0 2 0 
Discussion: 


The therapeutic efficacy of NSAID is 
judged by its capacity to cause a reduction in 
parameters like duration of morning stiffness, 
number of hot and tender joints, walking time 
and an increase in grip strength, time of onset 
of fatigue and improvement in functional 
capacity. 


In our study Fenbufen was found to have 
better effect than Ibuprofen on parameters 
like morning stiffness, onset of fatigue, no. of 
hot joints. noe of tender joints and the ESR. 
The difference in the improvement between 
Fenbufen and ibuprofen was statistically 
Significant with respect to onset of fatigue 
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| and total number of painful or tender joints. 


(Ref. Table III). Ibuprofen was found to 
have better effect than Fenbufen on para- 
meters like grip strength and walking time, 
but this difference in improvement was not 
statistically significant. Both the drugs had 
shown a comparable improvement in the func- 
tional capacity of patients with rheumatoid 
arthritis (Table IV). Geraldo Guimares da 
Gama et al^ in a similar comparative trial 
of Fenbufen and Ibuprofen on rheumatoid 
arthritis patients have shown equal thera- 
peutic efficacy of Fenbufen and Ibuprofen 
as was observed in our trial. None of our 
patients either on Ibuprofen or Fenbufen 
had untoward side effects including those · 
referable to the gastrointestinal system. There 
is a individual variation in response to various 
NSAIDS,? and with the advent of Fenbufen 
a propionic acid derivative the physician is 
armed with one more NSAID of comparable 
efficacy and safety as Ibuprofen for managing 
rheumatoid arthritis. 
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FURADANTIN* 


Kills most uropathogens 
at the least cost 


FURADANTIN® | 
Nalidixic Acid 

Cotrimoxazole 

Amoxycillin 
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Cephradine 
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Giant Condyloma Acuminata A case report 


Jayakar Thomas, Parimalam S., Augustine S.M., Muthuswami T.C. 


Introduction 


Giant Condyloma Acuminata (GCA) is a tumour belonging to the 
group of verrucous carcinomata, the other two being epithelioma cuni- 
culatum and oral florid papillomatosis. This tumour is a rare form of 
viral condyloma first described by Buschke in 1896 and later by Buschke 
and Loswenstein in 1925.5 A case of GCA is presented and the relevant 


literature reviewed. 


Case report: 


A 28-year-old antenatal female was seen 
for a large verrucous growth of the size of a 
tennis ball over the left side of Vulva (See 
figure). 





Fig. 1 
Picture shows verrucous growth on left 
side of Vulva 
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The growth was sessile with no other abnor- 
mality of the genitals and no inguinal lympha- 
denopathy. An excision biopsy was done and 
histopathalogical examination showed picture 
consistent with GCA. All other laboratory 
parameters were normal. 


Review of literature: 


Buschke and Lowenstein tumour or GCA 
or carcinoma like condyloma is one of the 
three distinct, morphologically identical 
papillomatous squamous lesions found in 
the perianal and anorectal region.’ The other 
two are condyloma acuminatum and verru- 
cous squamous сагсіпота.? The anatomical 
locations of Giant Condyloma acuminatum 
in the perianal and anorectal region is much 
rarer than that recorded in the vulva and 
penis. The incidence shows a preponderance 
towards male sex. GCA presents as a large, 
cauliflower - like and mostly single lesion. 
It is slow growing, prone to recurrences and 
behaves in a locally malignant fashion. It 
ulcerates, penetrates into deeper tissues, 
causes sinuses and fistulous tracts but does 
not produce metastases. Its microscopical 
appearance shows papillomatosis, acanthosis, 
hyperkeratosis and vacuolization of super- 
ficial cell layers.? The lesion is resistant to 
topical podophyllin.! Radiotherapy and 
chemotherapy have had little success.’ Wide 
surgical "usen appears to be the only rational 
approach. ' er treatment of GCA is not 
unquestionable.? 


We represent this case for 1) its rarity, 
2) its occurence in a female, when literature 
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reports male preponderance and 3) the in- Dis (1984); 60(3), 205-6. 
volvement of Vulva against the common ~ 
perianal location as per literature. We wish 
to highlight that early diagnosis and total 
excision reduces the chances of its turning 
locally malignant and leading to increased 4. Partridge E E, Murad T, Shingleton H.M, Austin J M and 


. Morson B С and Dawson IMP, Tumours of the anorectal 
region, Gastrointestional pathology 2nd edn., 735-36, 
Blackwell Scientific publications, Oxford. 


„ө 


morbidity. Hatch K.D Verrucous lesions of the female Genitalia; 1, 
giant condyloma, American Journal of Obstetrics and 
References: Gynaecology (1980 a); 137, 412-18. 


5. Walter F Lever and Gundula Schamberg Lever, Diseases 
caused by Viruses, Histopathology of skin (1985); 6th 
edition, 376-77, Lippincott Company Philadelphia. 


1. Bogomeltz W V and Molas G, Condyloma acuminata, giant 
condyloma acuminatum (Buschke - Lowenstein tumour) 
and Verrucous squamous carcinoma of the perianal and 


anorectal region; a continuous precancerous spectrum? 1: | 
6. William A caro and Ben К Bronstein, Tumours of the skin, 


2. Ingber A, Grunwald М.Н. Feuerman E.J, Buschke - Loe- in Dermatology, Samuel L Moschella and Harry J Hureley 
wenstein tumour and Laser treatment (letter). Br. J. Vener (1985); 2nd edn 1552-3. W B Saunders Company Philadelphia. 


* * * * * * 
Penicillin allergy 


Penicillins, with their low toxicity, are the best available bacterial antibiotics. 


Eighty five percent of patients who are thought to be allergic to penicillin can 
tolerate the drug if it is given again. This phenomenon is caused by temporary sen- 
sitisation. Infection is а common cause of exanthemas and urticaria, especially in . 
children. This is a possible explanation of those cases of reported penicillin allergy 
which cannot be confirmed by testing. During infections some patients use salicylates 
to treat fever. These often produce urticaria and should not be ignored as a possible 
cause of some of these episodes. Many patients who are thought to be temporarily 
sensitive to penicillin may not have been sensitive at any time. 


The number of patients with defects of immunity has increased considerably, 
and they are often exposed to serious infections. Patients must be protected from 
anaphylactic reactions, but there is also an increasing obligation to avoid the erro- 
neous lable of penicillin allergy. Patients who develop suspicious reactions during 
treatment with penicillin should all be tested for allergy to penicillin at a later date. 


(В.М). Vol. 296, 18 June '88) 
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Purulent pericarditis: an interesting case report 


and review 


Malhotra M., Saroj Gupta, Saha P. 


Introduction 


Purulent pericarditis is a rare disorder, the overall incidence report- 
ed ranges from 0.0039% tb 0.67%. The incidence is а little higher 
in cases with diminished host resistance. Staphylococcal etiology is 
usually the commonest. For long it had been a diagnostic problem and 
was associated with a case fatality rate of 10096 prior to the utilisation 


of surgical drainage and antibiotic therapy.) With the introduction 


of surgical drainage and advent of antibiotic therapy, this rate has 
. decreased substantially. The rarity of this disorder and certain unusual 
features in our case have prompted this review and report. 


Case report: 


Three years prior to the present hospita- 
lisation the patient was detected to be an asth- 


. matic. The asthma was seasonal and she 


showed a fairly good response to treatment 
with bronchodilators, antibiotics and short 
—courses of prednisolone (not more than 20 
mg/day). p. 


Subsequently she presented with general- 
ised aches and pains, arthralgias, swelling 
and palpable purpuric spots on the lower 
limbs. In addition she had colicky abdominal 
pain with vomiting. There were no other 
systemic complaints, The lesions and com- 
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plaints subsided in a week’s time, only to 
recur four or five times in the next six months. 
Skin biopsy confirmed the clinical suspicion 
of Hypersensitivity Vasculitis. She was put on 
prednisolone 40 mg/day X 1 week and tapered 
to 30 mg/day the following week by which 
time the purpuric rash had faded away. While 
on the latter treatment she presented to u: 
with pluritic chest pain on the right side 
breathlessness and cough with moderate 
expectoration of short duration (2 days). Or 
examination she was found to have tachy- 
cardia, tachypnoea, was febrile and dyspnoeic. 
Bronchial breath sounds and crepitations 
were audible in the right infraclavicular and 
mammary regions. A diagnosis of right sided 
consolidation was entertained, confirmed 
radiologically and she was put on antibiotics 
(inj. crystalline penicillin and inj. chloromy- 
cetin) alongwith supportive treatment. Investi- 
gations revealed a leucocytosis of 19.000/mm? 
with 92% polymorphs. Sputum culture grew 
E..Coli, Blood urea was elevated (62 mg%) 
All serum Immunoglobulins were elevated all 
other biochemical investigations (L.F.Ts; 
S. Cholesterol, Bl. Sugar etc.) were normal. 
Blood cultures taken on admission were 
sterile. Tests for LE cell, ANF and rheuma- 
toid factor were negative. Over the next two 
or three days, patient did not show any im- 
provement, instead she deteriorated with 
increasing breathlessness and a feeling of 
constriction and suffocation in the chest. 


————————————————————————————————— —+—<——————- 
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Examination of chest and CVS did not reveal 
any new findings. Chest skiagram revealed 
the previous penumonic patch and in addi- 


tion blunting of the left costo-phrenic angle, - 


cardiac silhoutte was enlarged, suggesting 
pericardial effusion which was confirmed on 
ultrasonogram. Pericardiocentesis and pleural 
aspiration were performed, both yielded 
thick, creamy, purulent fluid, exudative in 
nature and microscopically full of pus cells. 
All along estimations of blood urea showed 
. high levels (62-112 mg%). This acute develop- 
ment and rapid progression entailed a revision 
of treatment in the form of inj. crystalline- 
penicillin20 lacs 6 hourly, inj. ceftazidime 
2 gm. b.d; and inj. metrogyl (400 mg. t.d.s.). 


Over the next few days, patients’s general 
condition failed to improve. Dyspnoea and 
suffocation remained the overwhelming com- 
plaints. Pulsus parodoxus characterised her 
recurrent episodes of cardiac temponade, 
each time relieved by pericardiocentesis, 
which provided almost instantaneous relief 
to the patient, only to reappear 24 to 48 hours 
later. At the same time however, repeated 
pleural aspirations dried the empyema which 
did not recur. A direct smear examination 
of pleural and pericardial fluids revealed 
gram positive cocci and their cultures grew 
staphylococcus aureus. Repeated examina- 
tions for AFB were negative. 


On the tenth admission day inj. cloxa- 
cillin and inj. carbenicillin were added to the 
existing treatment regime. By the ]8th to 
20th day the character of pericardial fluid 
changed to thin, serosanguineous but the 
symptoms persisted. At this stage cardio- 
thoracic consultation was sought and open 
drainage was advised. The latter was per- 
formed through the sub-xiphoid approach. 
About 50-100 c.c. of fluid drained daily for 
the first few days. Around the 25th day, peri- 
cardial fluid consistency again changed to 
thick and creamy and she went into ARDS. 
Ampicillin and gentamycin were substituted 
for C.P & ceftazidime and was put on steroids. 
She finally begin to show improvement in 
her general condition, pericardial aspirate 
became scanty and virtually disappeared. 


The kidney functions as suggested by esti- 
mation of blood urea, S. creatinine, improved 
and returned to normal. The purpura did 
not recur. Chest skiagram done at this stage 
showed findings suggestive of thickned peri- 
cardium. 





Fig. 1 
Chest X-ray showing pericardial thickening 
(discerned by introduction air into the 
pericardial section during pericardio centesis) 
& resolving right mid-zone lower zone 
consolidation. 
In consultation with cardio-thoracic surgeons 
a partial pericardiectomy was performed. 
On operation the pericardium was found to 
be slightly thickened with rough surfaces. His- 
topathology revealed the presence of non- 
specific chronic inflammatory cells, no granu- 
lomatous change was seen. Patient tolerated 
the surgery well and has remained asympto- 
matic. - 


— 


Discussion: 


Purulent pericarditis has been reported 
as early as the eighteenth century (3). The 
relative rarity of this disorder is highlighted 
by the low incidence rates. Adams C.W(1) 
while reviewing 72, 987 autopsies found an 
overall incidence of pericarditis of all types 
to be 4.2%. This figure was as low as 0.0039% 
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to 0.67% for purulent pericarditis. The lower 
figures here suggest the decrease in frequency 
with the advent of antibiotic therapy. G. pre- 
manyer's series(4) reports an incidence of 
0.8% of all types of pericarditis. In our hos- 
pital, one years records reveal that out of a 
total of 6094 medical admissions, fifteen 
patients (0.24%) had pericarditis of whom 
one had purulent pericarditis. 


The general agreement is that purulent 
pericarditis is commoner in males than in 
females in a ratio of 3:1. Although all ages 
are involved it is considered to be primarily 
a disease of children and young adults(5). 
More important is the fact that the incidence 
is higher in cases with diminished host resist- 
ance eg. in cases with immunosuppression, 
lymphoproliferative disorders, thoracic or 
other major surgery etc. (6). Our patient being 
on steroids was partly compromised. 


A wide variety of agents have been report- 
. ed as causative agents. In one series staphylo- 
coccus (26%) and pneumococcus (20%) were 
the two commonest offending organisms. In 
Rubin's(? series staphylococcus was the com- 
monest causative agent (44%). In our case 
also, pericardial fluid grew staphylococcus on 
culture. In literature other causative organisms 
have included streptococcus, meningococcus H. 
influenzae and rarely salmonella and coliform 
bacteria?) In pneumococcal pericarditis 60% 
cases have associated lung or pleural infec- 
tions. Our patient had also presented with 
pneumonia on a background of bronchial 
asthma and vasculitis. Possibly subclinical 
bacterial pericarditis accompanies pneumonia 
more frequently than is realised. Staphylo- 
coccal pericarditis is usually caused by septi- 
_ Caemic spread from remote infection of which 
osteomyelitis and skin or soft tissue infections 
. ате common. Cornelli et al and Takaro T(7,8) 
et al have reported rare instances of Actino- 
mycotic, fungal, amoebic and parasitic peri- 
carditis. Purulent pericarditis usually has 


an insidiously subtle presentation and а large - 


percentage of cases go undiagnosed. In our 
patient it was heralded by breathlessness and 
suffocation which was initially attributed to 
lung consolidation with associated broncho- 
spasm. A high index of suspicion and routine 
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frequent search for this disease in patients. 
with septicaemia, pneumonia, osteomyelitis 
etc., limits error in early diagnosis. Once 
suspected, the diagnosis is confirmed easily 
by chest skiagram, fluoroscopy, electrocar- 
diogram, echocardiography, pericardiócente- 
sis, bacteriological studies and exploratory 
pericardiotomy. Until the antibiotic era, ' 
surgical drainage of the pericardium was the 
only effective therapy for purulent pericar- 
ditis. In some cases where surgery was contra- 
indicated, multiple aspirations or- injection 
of specific antisera/antiseptics were used. 
With the advent of antibiotics however, sul- 
fonamides, penicillin and various other anti- 
biotics came to be used fruitfully. Experi- 
mental evidence(9,10) suggests that adequate 
antibiotic concentrations can be obtained in 
the pericardial sac with systemic drug use, 
but there may be a time lag before these con- 
centrations are reached. The latter, neces- 
sitates pericardial aspirations and or drainage 
which facilitates recovery. 


Since, multiple aspirations may be danger- 
ous(11) quick open drainage is resorted to 
especially if one or two pericardiocentesis 
do not help the patient. Identical observations 
were made in our patient who was subjected 
to open drainage. Acute pericardial con- 
striction occuring as early as one to three 
weeks from the onset of disease is also offse 
by early open drainage. | 


Boyle's review suggests that purulent peri- 


carditis may be followed by constrictive peri- 


carditis in 2.3% cases. This incidence has 
however been remarkably reduced owing 
to better management in recent times. In 
cases reported by George Benzing et al, Hor- 
an and Deterling (2.12,13) none developed 
pericardial constriction. Should there be 
signs of constriction developing pericardi- 
ectomy is the treatment of choice. 


Thus pericardiectomy and pericardiostomy 
(pericardial window) are two possible alter- 
natives in the surgical management which 
of these is performed, usually hastø be decided ' 
at operation. If the pericardium is thickened’ 
and adherent, with or without thick pus, peri- 
cardiectomy is the procedure of choice. On 
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the contrary thinner fluid and acute rather. 


than chronically inflammed pericardium will 
entail a pericardial window formation and 
drainage. Trans thoracic or sub-xiphoid are 
the two routes usually employed. The latter 
is favoured because there is no violation of 
the pleural space. : 


In addition to pericardial constriction, 
a lesser known complication is post-pericar- 
ditis fluid retention. This is characterised by 
oliguria, weight gain and oedema. Hepato- 
megaly ascitis, dyspnoea and tachycardia 
are other features. It usually sets in one to 
three weeks after treatment is initiated and 
disappears spontaneously in one to four weeks. 
In most of the cases no explanation is found, 
however it could probably be due to peri- 
cardial adhesions, nephritis or myocarditis 
(14). The compromised renal functions in our 
patient could possibly have been due to small 
vessel vasculitis, septicaemia or to the above 
mentioned complication. Purulent peri- 
carditis carries a mortality of 100% when 
specific treatment is not used. However with 
the use of broad spectrum antibiotics a fairly 
good survival rate (83%) can be achieved. 
Elder age groups usually have a poorer chance 
of survival. Any direct comparison of the 
results of surgical and medical management 
becomes difficult, because usually cases show- 
ing a poor response to medical treatment are 
then treated surgically by which time the 
nature of the disease has changed for the 
worse. Early recognition of the disease and 
treatment with antibiotics supplemented with 
timely surgical intervention ensures a very 
good survival rate. 


Summary 


A case of purulent pericarditis is presented, 
highlighting certain salient as well as some 
unusual features. The literature is reviewed 
in brief. 
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_ Quality products for è Prescribing е Dispensing 
easily crushable tablets. 


Te as • Gum massage * Pack e Rinse e Gargle 
32 for Bleeding & Swollen Gums € Aching, Painful, shaky Teeth 
e Mouth & Throat (Stomatitis, Tonsillitis) e Foul Breath 


• all Rheumatic diseases (acute, early, chronic) 

e inflammatory Conditions of Ear, Nose, Throat, Mouth, 
Sinusitis, Neuritis, Fibrositis. 

e Soft Tissue Trauma (sprain, contusions) 


© Hyperacidity, Gastritis, Duodenal & Gastric ulcers. 
e Children: Griping, Indigestion, Vomiting, Hard Stools 
even in severe cases relief within 5-15 minutes with 3-6 tabs 
in a single dose mixed in water 
€ all types of COUGHS : Asthmatic, Post Influenza, 
DEKOFCYN Whooping Cough, Т.В. Cough, Smoker's Cough, 

А | Bronchitis, Bronchiectasis. 


e excellent Neuro-Glandular tone up both for 


FORTEGE BU Males & Females 


“FATIGUE” : (nervous, muscular, sexual), Stress, Strain 


: ES è Micturition Complaints : Burning, Painful, Difficult, 
Frequent, Urethritis, Cystitis, Pyelitis etc. 

BANGSHIL | Incontinence & after catheterisation. Leg Cramps 

symptomatic relief in 2 days. Bacteriological clearance in 2-3 weeks. 


| Irruglar, Scanty menses, Amenorrhoea, 
ALOES COMPOUND Dysmenorrhoea, е Infertility : Normalises m.c. Stimulates 
{2 Ovulation, Improves Fertility index 








a coupon 










SOOKTYN 



























e Deficiency or Absence of Lactation 
Improves Quality and Quantity of Breast milk 


ө |n Habitual & Threatened Abortions : Helps pregnancy to 
Progress to Full Term Normal Delivery & Live Birth 


| MYRON. ‘Silvere | Oral drug for Leucorrhoea, Back-ache е Cervicitis 
\энуег Coated) e for faster healing after cauterisation of cervical erosions. 


AYAPON Haemostatic & Coagulant : Bleeding Piles € Epistaxis 
e Dysfunctional Uterine Bieedings : Menorrhagia etc. 


ARJIN Mild to Moderate Essential Hypertension 
| ө As maintenance therapy for amubulatory patients. 
me SILEDIN : Mild to moderate Psychosomatic Conditions. 
1 (Sleeplessness, anxiety, tension) € Herbal Tranquilliser 


ENLARGED PROSTATE 


air enim ө Prostatitis e Prostatism е Post-Prostatectomy 
FORTEGE Syndrome • Onset of relief within 7 days in hesitancy, frequency 


COUPLE INFERTILITY 

HUSBAND : Fortege & Bangshil 
WIFE : Aloes Compound & Leptaden : Bangshil 

[after Organic defects, if any along H-P-O-U (hypothalamic- 

pituitary -ovarian-uterine)-axis are corrected. 
DOSAGE: given in PACK inserts 


Have you received? if not, please write for: 


€ Prescribing Index with latest Dosage Scheme 
* Doctor's Price-list with Special Offer on orders for 1000 tablet Bulk Packs. ү; 
e Latest Research Data on particular products. € Art works of “Dhanvantari” and/or “MO! 


Availability: For prescription at Chemists all over India in PACKS of 50 & 100 tablets 
ALARSIN Marketing (P) Ltd. A/32, Rd. No. 3, MI D.C . Andheri (E), Bombay 400 033 


A27 THE ANTISEPTIC JULY 1989 


LEPTADEN 















































нүн | 
її А || ja f 
Л 19 ARE Я, 


i 


| TY rea 71 Hi , || 
Wiehe EES 


the cough syrup that brings 
relief to patients of all ages ... 


ADVANTAGES: 


No addiction or habit formation since it does not contain any morphine 
derivative. 
. Nodrowsiness. 
Can be safely administered to cardiac patients, since it does not contain any 
sympathomimetic drug. 
Safe — can be administered to infants, children and pregnant women. 
Pleasant taste-hence easy acceptability even in children. 
Economical 
R Because of the wide variation in the clinical picture of cough, it is impossible to 
i designate any one drug as the sole drug of choice for the treatment of all 
coughs. 
Modell, Drugs of Choice, 1966-67. 





INDICATIONS: 

inflammatory catarrhal conditions of the respiratory tract. 
Common Cold € Naso-respiratory allergy € Laryngitis € Bronchitis 
® Rhinopharyngitis @ Bronchial Asthma 

Bronchiectasis 9 Influenza © Smoker's Cough 

irritating cough of tuberculosis 

Whooping Cough 

Other types of cough of unknown etiology 


DOSAGE: Adults: 1-2 teaspoonful two or three times a day. 
Infants & Children: 1/2 to 1 teaspoonful two or three times a day. 


Packing: Bottle of 100 mi. 





E ARIEBLE 
PHARMACEUTICAL WORKS LTD. 


u^ 70, COKHALE ROAD (S). DADAR. BOMBAY 400 025 
————————————————Ó—À 
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Rapid Disintegration of 


MAGADOL 


TABLETS 


Produces 

* Faster Absorption 

* Higher Bio-availability 

* Quicker Relief to your patients 





MAGADOL Has Wide deg: APRES 





MAGADOL 

in Gynaecology 

* Pelvic 
Inflammation 

* Episiotomy 

* Hysterectomy 

* МЛР. 

* Dysmenorrhoea 











t | + Sprains TABLETS 


MAGADOL MAGADOL 

in General in Surgery 

Practice * Post-operative 

* Wounds Inflammation 
and injuries * Wounds 

* Low Backpain * Burns 

* Boils 





MAGADOL 

in Dentistry 

* Dental 
Extractions 

* periodontitis 

* Dental Caries 





F MAGADOL 
mU) in Orthopaedics 
| + Fractures 


* Accidentai 
Injuries 





MAGADOL 





Іоиргоѓеп 400 mg + Paracetamol! 400 mg 


Stops The Pain And 
Reduces The Inflammation 


Alembic 


ALEMBIC CHEMICAL WORKS CO. LTD., VADODARA 390 003. 





For further details, please write to: 





TENOLOL.... 


THE FIRST ONCE- A-DAY- 


CARDIOSELECTIVE, CARDIOPROTECTIVE, HYDROPHILIC 
BETA-BLOCKER 








lo control:- The rational combination of 
- Blood pressure at rest and during ОПСе-а-аау Cardioselective 
exercise for 24 hours. Beta-Blocker and a low-dose 
Алай long acting Diuretic, 
Mes i oe to control:: 
- Cardiac Arrhythmias - Hypertensives uncontrolled with 
- Pre-infarct Angina and Beta-Blocker or Diuretic 
monoth 
- Reduce mortality in Hypertension Oe ae 
and Myocardial Infarction. - Blood-pressure for 24 hours. 
WITHOUT DISTURBING NORMAL WITHOUT ALTERING K+ LEVELS 
PATTERN OF SLEEP. 


TO SUIT INDIVIDUAL NEEDS 
DOSAGE FORMS TO CHOOSE FROM 
4. TENOLOL tabs (Atenolol 100 mg) 3. ТЕМОВК tabs (Atenolol 100mg + 
| Chlorthalidone 25mg) 
2. TENOLOL . 50 tabs. (Atenolol 50 mg) 4. ТЕМОЙ -50 tabs (Atenolol 50mg + 
Chlorthalidone 12.5mg) 


(PCA 


IPCA LABORATORIES PVT. LTD. 
BOMBAY -400 067 . 


Ta Gh. UE. VE. VA. EUR. GR. ЧЭ GA GA ЧЫ 3: ЧЕ, GS CB CURE SES, GE. NIS. VOS OR RS. 
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Multiple Hemangioma A case report 
Tripathy B.S., iM 


Multiple hemangiomas including visceral 
hemangioma are rare. A case of hemangioma 
in right buttock, left calf and hemangioma 
of spleen is reported due to its rare occurence. 
Multiple neonatal hemangiomatosis has been 
reported by Clemmnson. 0 (1); and Keller 
et al (2). Head and neck manifestations of 
Maffucci’s syndrome which consists of multi- 
ple cutaneous hemangioma, dyschondroplasias 
and enchondroma have been reported by 
Lowell et al (4). 109 cases of Maffucci's syn- 
drome were reported upto 1983 June exclud- 
ing 3 cases of Zochi et al (9). 


Case Report: 


Baby Ghose, 12 years female child pre- 
sented with a swelling in right buttock which 
was 4" diameter and purplish red in colour. 
Swelling was soft in consistency without local 
rise of temperature. There was another cir- 
cular swelling of 5" diameter behind the first 
swelling which was firm and mobile. In the 
left calf, there was another soft swelling. 
Spleen was very much enlarged, firm and 
filled almost 2/3rd of abdomen. 


Investigations: 


Hb 10.6% gm, DC N 66%, L.30%, 3.4% 
ESR 35 mm/1st hour. TRBC 4 millions/cm.. 
TWBC-6400/cc. of blood. Platelets 19800/- 
Cmm. Blood group ‘O°’ RH +. SGOT-14 KA 
units, SGPT 19.6 KA units, serum alkaline 

-phosphatase-13 KA units. Fragility began 
at 0.44% and ended at 0.72%. Reticulocyte - 
0.8%, BT 1'-40" CT-3’-45”, serum albumin 
3.8% Gr. Patient was referred to Christian 
Medical College hospital, Vellore, where 


Dr. Tripathy B.S., M.S., F.C.IP.. Е.С.С.Р.. 
Ex-Surgeon-cum-Chief Medical Officer, 
Belpahar Refractories Ltd, 

Surgery Specialist, 

S.D. Hospital Athagarh (Cuttack), - 
Orissa - 754 029. 
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Fig. 3 


biopsy of gluteal mass revealed hemangioma. 
Due to excess bleeding, no further biopsy 
or excision was attempted. Angiography 


revealed large venous lakes with .calcified 
plebo-liths. 


Discussion: 


Skelétal disease associated with angio- . 


matosis has been described by Macpherson 
et al (6) in four cases in which there were 
features of Maffucci's syndrome along with 
congenital angiectatic hypertrophy with 
localised hypertrophy of bone, soft tissues 
and occasionally internal viscera. A case of 
Maffucci’s syndrome with multiple tumour 


* * * 


Babywalkers and infant burns 


лын ЛҮ, ТАН “ү 
+: Xs ж ү { Xe 


syndrome and mesenchemal dysplasia has 
been described by Loewinger RJ et al (5). 
which may be similar to the present case. It 
was suggested that there is close relationship 
between this disorder and Olliet’s disease 
(Multiple enchondromatosis). Cutaneous 
and hepatic haemongiomatosis has been — 
reported by Robinson D et al (7). Benign 
neonatal haemangiomatosis with visceral 
haemangioma has been reported by Stern 
et al (8) with spontaneous resolution. Blue - 
rubber Bluenevus (Bean, 1958 a type of here- 
ditary dysembryoplasia) with blue nevus of 
skin, angioma of g.i. tract, liver and spleen 
‘with hematemesis and malena has been 
described by Laugier (3). 
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* * * 


Babywaikers are mobile metal frames supporting a plastic seat that allow infants 
who cannot yet walk to achieve premature bipedal motion. Increasing evidence suggests 
that these devices cause unacceptable levels of morbidity. British government figures, 
in parallel with American trends, show an increase in burn and scalds- the most dis- 
figuring forms of injury associated with babywalkers. 


THE ANTISEPTIC e JULY 1989 


(BM) Vol. 296 11 June 1988) - 





388 





fected qui a: matara fearfean | 
mi a яса 9918 Blade: a sem || 







End the Agony of Painful Piles 









Capsule 





e x b MES m 
Ss s e 


SS 
Des x tette! E 
"е невен 
Sr Gs Шо ЧО 
C ks „9 T е. 
er +5 
, 





APEX/8910 





STOPS HAEMORRHAGE 






MANUFACTURED BY: “ - 


AYULABS PVT. LTD. 


| —— BHAKTINAGAR STATION ROAD NO.2, RAJKOT -360 002. (INDIA) 
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SECRETS 
OF ANCIENT 


MIRACLES 
REVEALED 


Now you can help them THANKS А ОТТО 
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SELECT "PUNSAVAN PRAYOG" 
their choice 


A 
Prescribe a 'SELECT A & B Capsules’ | 
course of Safe. 
A time-tested formula. 


Detailed literature on request. 





ACTS. Manufactured бу: 


Soe Vasu Pharmaceuticals Pvt. Ltd. 
БУУ" 967/4, GIDC, MAKARPURA, VADODARA- 390010. 
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AIDS - an introduction 


- 


Bhatia .2.S. 


Introduction 


AIDS is complex socio - medical issue. It is new infectious disease, 
not responsible for many a deaths in this part of the world as yet, but 
action has to be taken now. It caused by a retrovirus. - human immuno 
deficiency virus (HIV) - which was first described in 1981 in America. 
The first case report from India described a transfusion associated 
AIDS and AIDS dementia in August 1986°. HIV penetrates a cell 
in the human body in a way that everytime the host cell reproduces, 
the new cells contain viral genes*. AIDS causes destruction of key 
elements in the patient's cellular-immunity which in turn contributes 
total opportunistic infections & malignancues ^^? 


Three major HIV infections associated outcomes may be: 


1) AIDS 
2) AIDS - related illness 
3) HIV neurological disease 


AIDS is а 'syndrome of opportunisitc infec- 
tions, neurological disorders and malignancies’. 


. Toplisted infection is Pneumocystic carinii 
pneumonia a parasitic lung infection (Toxo- 
plasma-other protozoal infection) followed 
by viral (herpes, cytomegalovirus (CMV) 
papovavirus). 


Malignancy of skin surface or mouth- 
Kaposi Sarcoma. 50% of these cases have 
died, according to USA & Western European 
health: authorities.*. AIDS in children pro- 
duces microcephaly, brain atrophy and calci- 
fication of basal ganglia.?. 


AIDS related illness - a complex of symptoms 
like chronic fevers, diarrhoeas, weight loss, 
nocturnal cold sweats, lymphadenopathy 4. 


HIV neurological disease - HIV being neuro- 
tropic involves central and peripheral nervous 
systems manifesting clinically as subacute 
encephalopathy with progressive dementia, 


Dr. Bhatia R.S., MBBS.. DTM & H: DCAM: FICA, MNAS. FCCP.. 
Medical Specialift, Model Town, 
Ludhiana. 


Specially contributed to “The Antiseptic” 


aseptic meningitis, encephalitis and peri- 
pheral neuropathy.” 


Incubation period varies from 6 months 
to 5 years, during which an infected asympto- 
matic person can infect other persons. 


Route of infection - HIV is chiefly isolated 
from blood, semen & vaginal secretions. 
Therefore major routes of transmission are 
through sexual contact with an infected 
person and exposure to contaminated blood 
or blood products*, including the use of 
inadequately sterilised blood contaminated 
needles. 


An HIV infected mother, if becomes 
pregnant, imparts 50% risk to her baby 
of HIV infection but the risk of passing 
HIV infection through breast feeding 
is very small’. 


The disease doesn’t spread through casual 
contact handshake, air route nor does HIV 
spread ,through immunization of children 
if properly sterilised syringes are used*^". 


Prevention: Complete treatment rests in total 
prevention and health education is the only 
means to contain the disease. We must not 
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beat about the bush; rather we must have 
an educational & creative approach. People 
must know that it is a sexually transmitted 
disease". 


Drug users should be health oriented & 
educated about the risk of sharing the syringes 
& needles. Total awareness about the disease 
demands general cleanliness & hygiene ip 
hospital & in the injectable wards with total 
precautions of asepsis as weli as proper hand- 
ling of blood.: And secondly, character and 
moral building of the people through medi- 
tation and spiritual hymns of Vedas and 
Gurbani and the like may be stressed®. 
Religion does bind the mind & prevents man 
from sexual vulgarity. 


AIDS - an avoidable disease demands 
an active operation of educating one and 
all. WHO has taken up the challenge on 
our behalf. We, in India are poorly equipped 
to face a AIDS epidemic; therefore a constant 
. check or surveillence of foreign nationals, 
prostitutes, professional blood donors is 
strongly recommended. According to current 
information, nearly 20 cases have been 
. detected till date’. 


The only way to contain the disease as 
per the old saying "Prevention is better than 


* * * 


cure", holds as good as it is for other infectious 
diseases for the people of developing & under 
developed nations iri particular. | 
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d TE * 


We all treat differently. the patients that we know, and perhaps patients forget 
that seeing a new doctor for them means seeing a new patient for us. If | don’t examine 
a patient when | first see him with o particular complaint, thea | probably never will. 
Similarly if | don't review the existing prescription on day one, it is hard to turn around 
six months later and say ‘You shouldn't be taking drug A with drug B’. If it's a problem 
at six months, why wasn’t it a problem on day one? 


It always makes me a little sad when a patient's opening remark is ‘You're not 
going to change my tablets are you’ doctor’, but | accept this as an open admission 
of their fears and try to take the opportunity to discuss their medication and agree 
any changes on a trial basis, leaving an escape route option so that if the experiment 

' foils neither of us goes away with egg on his face. Some patients don't come back, 
but each one that does is a minor triumph. JAMES HEATHCOTE MRCGP. 


(The Practitioner 8 June 1988 Vol. 939) 


* * * 
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RIDAURA 


(auranofin, Eskayef) 


Oral Gold Capsules 


A product of original research from Eskayef 
Well-tolerated disease-modifying therapy for: 
Rheumatoid Arthritis 

. . Psoriatic Arthritis 
uvenile Rheumatoid Arthritis 








© Efficacy comparable to injectable gold but with a more 
favourable safety profile 


e Convenient dosage regimen: two capsules of 3mg once daily 


* Better probability of patients remaining on therapy as compared with other 
disease-modifying antirheumatic drugs. | 





Probability of remaining on therapy after five years ! 






Cumulative incidence of adverse events leading to 


withdrawal over five years of therapy 2 
60 
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Injectable Peni- Sulpha-  'Ridau:a' 
d cillamine  salazine 





Injectable Peni Sulpha = ‘Ridaufa’ 
Gold cillamine _ salazine 


References 


1. Adapted from Situnayake RD et al. Long-term treatment of rheumatoid arthritis with sulphasalazine, gold, or penicillamine: 
a comparison using life-table methods. Ann. Rheum. Dis. (1986): 46:177-83 
2. Eskayef Limited, Data on file. 





| Summary of Prescribing Information 
Formula: Each 'Ridaura' capsule contains 3mg auranofin. Indications: Treatment óf adults with 
rheumatoid arthritis and children with juvenile rheumatoid arthritis. Also indicated for the treatment of 
psoriatic arthritis. Dosage: Adults — 6mg per day as a single administration. Children — 0. 15mg/kg/day. 
Clinical studies have shown that patients may be safely transferred to 'Ridaura' from injectable gold 
salt therapy without the need for overlap or a washout period. Side Effects: Gastrointestinal symptoms 
including diarrhoea or loose stoois and abdominal pain/cramps, nausea. Skin rashes may occur 
alongwith pruritus stomatitis and conjunctivitis Rare cases of thrombocytopenia, leukopenia and 
aplastic anaemia Transient proteinuria and nephrotic syndrome. Minor transient changes іп liver . 
function. Greater than normal hairloss. Caution: Use with Caution in renal impairment, 

hepatic dysfunction, inflammatory bowel disease. rash or history of bone marrow depression 
Measurement of ВВС. МВС, Platelet. Urinary proteins prior to therapy. Urinary proteins and platelets 
should be monitored monthly. Previous toxicity to parenteral gold salts or heavy metals, 

inflammatory bowel disease, history of atopy. Women of child-bearing potential, lactation 
Contraindications : Progressive renal disease, severe hepatic disease. bone marrow toxicity 
Overdosage : Experience limited, immediate induction of emesis or gastric lavage is recommended 
Presentation : in blister packs of 10 capsules 














Further information is available on request: 
P.B. No, 2, Bangalore 560 049 
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EskayPharma 
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ESK OL D scansute? Capsules 


for Effective control all-day or all-night 


In patients suffering from COLD AND ALLERGY 






Nasal Congestion/ 
. Rhinorrhoea 


















Sneezing Lacrimation 













SUMMARY OF PRESCRIBING INFORMATION 


FORMULA : Each 'Eskold' 'Spansule' capsule contains Phenylpropanolamine 
Hydrochloride 50 mg, Diphenylpyraline Hydrochloride 5 mg. INDICATIONS: 
Congestion and hypersecretion in the nasal cavity and paranasal sinuses 
associated with acute and chronic rhinitis, influenza, sinusitis, nasal allergy and 
common cold. DOSAGE: For adults and children over 12 years: One 'Eskold 
'"Spansule' capsule every 12 hours. The capsule should be swallowed whole 
Patients should be advised not to use hot liquids to "wash down" the capsule. 
SIDE EFFECTS: Side effects with 'Eskold' are infrequent, minor and transient. 
They include dry mouth and drowsiness. CAUTION: 'Eskold' should be used with 
caution in patients with hypertension or coronary artery disease. Patients who 
drive or operate machinery should be advised that 'Eskold' may occasionally 
cause drowsiness. CONTRAINDICATIONS: Eskold' is contraindicated in 
patients under treatment with a monoamine-oxidase inhibitor. 
PRESENTATION: In bottles of 6 capsules 















EskauPharma ` 
A Division of Eskayef Limited 
(O Eskayef Limited 


Further information is available on request: Licensed User of Regd. Trade Marks € 
P.B.No.2, Bangalore-560 049 
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DOCTORS’ DESK 





‘A handsome contribution to 
medical practitioners. 


It's the fastest selling medical 
publication in India. 


Over 50,000 Doctors have Doctors Desk 
already bought it. & | Reference 


Because it's the only publication carrying 1286-87 


full details of pharmaceutical preparations 
- indexed names, addresses, product 
details & availability channels of over 1 lakh 
Ethical formulations made by over 500 
companies - also Alphabetical index of 
branded drugs and their details - Product 
category index - Generic & chemical name 
index - Product information - Allied 
manufacturers’ index ... and much more. 


No professional can afford to 
miss it! 
-Price : Rs. 165, including packing & 


postage, by Cash, MO, Cheque or DD with 
order. Sorry, no VPP. 
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ADWAVE/PP/3231 


Do not neglect a Dog Bite 
Rabies is 100% fatal 








A Safe and Effective 
Vaccination 


| Issued by 
HOECHST INDIA LIMITED 
suppliers of 
RABIPUR Vaccine 
in the interest of 
Public Health 





HOECHST INDIA LIMITED 
BEHRING eae PME hern Point, 
ym ombay -400 021 
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Oral tolbutamide tolerance test in diagnosis of 


diabetes mellitus 
Катап P.G., Mulye M. 


Summary 


Oral tolbutamide test was evaluated in 60 study group subjects and 

50 control subjects. Post test blood glucose at 30 mts. was 7895 and 
at 40 minutes was 72% or more of pretest blood glucose in diabetics. 
Sensitivity, specificity and positive predictive value of this test was 

. compared with that of fasting blood glucose, post н blood glucose 


and glucose tolerance test. 


Glucose tolerance test ind fasting blood sugar were found to have 
highest specificity (100%) and highest positive predictive value, next 
was of tolbutamide test and least specific was post meal blood glucose. 


Sensitivity of post meal blood glucose was highest next was of tol- 
- butamide test followed by glucose tolerance test and least sensitive 


was fasting blood glucose. 
Introduction: 


For many years oral glucose tolerance 
test has been the sole tool for diagnosing 
diabetes mellitus. It lacks standard criteria 
of performance and interpretation. There 
are many variations of absorption, distri- 
bution and utilization so that at times inter- 
pretation of result may be difficult. 


By oral tolbutamide test rapid screening 
for diabetic detection can be done. If 30 
minutes post test value is above 78% and 40 
minutes post test value is above 7296 the 
subject is diabetic. The oral tolbutamide 
test is not subject to all these variables which 
~ affect glucose tolerance test. The test is 
simple, can be completed in short time, well 
tolerated and possessess sufficient accuracy. 
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Dr. Raman P.G., M.D.. 
Reader in Medicine. 


Dr. Mulye M., M.B.B.S. 
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Present study was undertaken to evaluate 
utility of the test, to compare its efficacy in 
terms of specificity, sensitivity and positive 
predicted value with glucose tolerance test, 
post meal blood glucose and fasting blood 
glucose. 


Material and methods: 


Study group consisted of 4 (6.6%) 
moderately obese subjects, 9 mild (15%) 
obese, 13 (21.66%) non obese, 8 subjects 
(13.3%) of stress situation, 2 of respiratory 
infection, 2 acute myocardial infarction 2 


post operative, 2 of cerebrovascular accident, 


1 of malignancy, 4 (6.6%) of thyroid disease, 
10 (16.66%) of pregnancy (3 of first trime- 
ster, 4 of second and 3 of third) 7 (11.66%) * 
of juvenile diabetes and 5 (3.33%) with family 
history of diabetes in one parent. Control 
group comprised 50 presumed healthy subjects. 


Some of all these had been previously 
diagnosed as diabetic by FBS, PMBS or OGTT 
and TT was performed with the remaining 
two tests to compare the results. 


All subjects were clinically examined and in 
each case four diagnostic tests were per- 
formed. Results of glucose tolerance test, 





TUC AAW IVC тыт Wee er snaa 


fasting and 2 hour post meal blood glucose 
were analysed by criteria of National Diabetes 
Data Group and WHO! (1979). For tolbuta- 
mide test fasting blood sugar was estimated. 
Then 2 gm sodium tolbutamide and 4 gm. 
Sodium bicarbonate was administered with 
water. After 30 mts. first post test sample 
and at 40 mts. second post test sample were 
taken. Blood glucose in all cases were esti- 
mated by Somogyl Nelson Method". 


Following formulae for sensitivity, speci- 
ficity and post-predictive value were used. 
Observations: 


+ 9 


Sensitivity 


Table No. I 


Showing tolbutamide test value expressed as percentage 
of pretest value in various study groups. 


S.No. Group and Subgroup 


1). Obesity 


a) Moderate 
b) Mild 
2) Non obese 
3) Stress states 


4) Thyroid disorders 
5) Pregnancy 
6) Juvenile Diabetes 


7) Family history of diabetes — . 


Table No. II 


Showing ‘tolbutamide test value in study and control group at 
30 minutes in various age groups 


i —————— ——— ——————— ————— ————————— ——— 





S.No. Age Studygroup Controlgroup 
group Mean S.D. Mean 
| 10-29 113.31 18.08 65.02 
EFA 30-49 86.53 20.06 67.73 
3. 50-69 84.75 8.5] 68.07 
E 70-89 85.43 5.95 67.08 





S.D. 


No. of diabetics with х 100 
positive tests. 
No. of diabetics tested 
Specificity No.ofnormalswith х 100 
negative tests 
No. of normal tested 
Positive No. of positive testsin х 100 
predictive true diabetes 
value 
No. of positive testsintrue — 
diabetics + No. of positive 
tests in true normals. 
30mt.value - 40mt.value 
Mean S.D. Mean S.D. 
86.21 3.02 76.12 5.79 
88.98 3.99 84.33 3.75 
87.11 5.39 71.33 6.25 
75.15 9.79 69.02 9.01 
71.91 1.54 65.07 1.12 
82.42 5.71 76.16 5.91 
112.87 18.79 115.78 20.24 
85.81 20.16 80.10 22.69 
po d.f t0.05 Result 
13.95 7 2.36 Highly Significant 
25.06 43 2.02 Highly Significant 
43,89 37 2.03 Highly Significant ` 


———— 


There was significant difference between study and control groups in values at 30 mts. and 
it was more and more marked in higher age groups till 70 years. In control group there was 
only one subject in 70-89 years group so comparison could not be made statistically. The méan 
value in study group was higher in diabetic range and in control group, was in non diabetic 


range for all age groups. 
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Table No. Ш 








In a study,group (76.66%) subjects were 
diabetic and in controls 98% were non dia- 
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: Table Showing sensitivity, specificity and PPV of FBS, GTT, TT 
and PMBS in various groups 
Group Sensitivity in percentage Specificity in percentage Positive predictive valuein % 
FBS СТТ ТТ. PMBS FBS СТТ ТТ. PMBS FBS СТТ Т.Т. PMBS 
In all 31.81 71.69 86.79 113.63 100 100 98 44 100 100 87.23 $0.2) 
Males 4444 62.96 81.48 1074 100 100 95 37.5 100. 100 86.95 50.46 
Female 11.76 80.76 92.3 123.52 100 100 100 50 100 100 8.5 51.42 
10-29 yrs 100 .— 100 и 100. 100 100 100 100 100 100 100 тю 
30-49 vrs 42.85 83.33 83.33 121.0 100 100 100 46.42 100 10 86.66 48.57 
50-69 угѕ 20 60 8 15 100 10 9375 25 . 00" 100 80.95 57.14 
70-89 yrs 0 33.33 83.33 100 100 10 10 0 100 100 10 19 
Moderate obese 0 0 200 20 - - - -- 100 100 50 = 7509157 
Mildobese 25 19949125. 1125 + -- -- -- 100 10 88.88 88.88 
Non obese 27.27 63.63 109.09 118.18 -- -- -- -- 100 100 83.33 84.61 
Stress - 0 50 2 -10- - -- -- -- 100 100 100 100 
. Thyroid 
Disorders 0 50 0 100 = - -- - 100 100 - 0 1» 
Pregnancy 100 10  - -- -- -- - -- 100 100 100 
Juvenile | 
diabetes 100 0 0 100  - - -- - 100 — 100 — 100 X 100 
Family History 50 75 79:727105 Е - -- 100 10 100 80 
Table No. IV 
Showing Number of subjects in different study groups with diabetic levels 
| of FBS, PMBS, Diabetic GTT and 'Folbutamide test 
* 
Group and Sub-group DiabeticTT ^ — DiabeticGTT ——— DiabeticFBS Diabetic PMBS - 
No. % No. ү - No. % No. % 

Obesity 13 100 6 4615. 2. — .. 1538 "13 190 
Moderate E 100 0) 0 0 0 à 180 
Mild 9 100 6 66.66 2 2242.9 100 
Non obese 12 Mog 53.84 3 23.07 13 100 
Stress States 2 25 : 30. s 0 8 100 
Thyroid disorders 0 0 2 50 0 0 4 100 
Pregnancy 9 90: 9 9) ~ -- -- -- 
Juvenile Diabetes 7 100 7 100 7 100 7 100 
Family H` 3 60 3 60 2 40 5 160 
Total 46 76.66 38 63.33 14 28 50 190 
Discussion: betic. The specificity in this study increased 


and sensitivity decreased compared to results 
of Boshell et al?. This may be due to revised 
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criteria of GTT used in his stu 
obese subjects were diabetic by this test. In 
‘non-obese with fasting sugar above 125% 
there was no hypoglycemic response to tolbu- 
tamide, as also reported by V ‘gue et al^. 25% 
patients of stress hyper .ша group were 
diabetic by tolbutamide cest, they might be 
having mild asymptomatic primary diabetes 
which was unmasked by secondary illness. 
This included the subject with malignancy 
in which marked degree of insulin resistance 
is reported. Tolbutamide test was most useful 
to differentiate true diabetes from non- 
diabetic hyperglycemia, in which GTT was 
abnormal. All subjects of thyroid disease 
group has non diabetic tolbutamide test, 
similar finding were reported by Gooner et 
aP and Notelowitz.^ 


In 2 juvenile diabetics, there was reaso- 
nable response to tolbutamide indicating some 
insulin reserve in them. 60% of subjects were 
diabetic and 40% non diabetic by tolbutamide 
test in family history group. 


No significant correlation was observed 
between body weight (range 54. 43 to 90 kgs) 
and 30 mt. value (r=.341) this also agrees 
with results of Vecchio et al’ so dose of tol- 
butamide remains same for all. 


Higher incidence of diabetic tolbutamide 
test in old age was seen and also correlation 
of area indices of GTT with age was seen. 
Conclusion: 


Oral Tolbutamide test may be employed 
as a rapid screening test by determining the 
fasting and 30 mts. post tolbutamide samples 
using 78% of pretest value as borderline to 
differentiate diabetics from non diabetics. 


The 40 mts. value using 72% of the pretest 
value as borderline often further support the 
results of 30 mts value. 


* * * 


TENIS 
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dy. 100% of The test is simple to pe 
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огт, is completed _ 


in short period of time well tolerated by pati- 


?nts and possesses sufficient accuracy, sensiti- 
vity, specificity and positive predictive value 
to warrant a place alongside the other diag- 
nostic tests for diabetes mellitus. 


. Tolbutamide test is most useful to differ- 
entiate between true diabetes and non diabetic 
hyperglycemia of CVA, thyroid disease, 
malignancy and acute infection. 


Dose of tolbutamide need not be varied 
according to body weight in range 54-90 kg. as 
there was no correlation between weight in 
this range and 30 mt. value. 


ГА 


Higher incidence of diabetic tolbutamide 
test in old age and correlation of area indicies: 
of G.T.T. with age was seen. 
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In 1865, Mary Harris gunned down her faithless lover with two shots from a .32 

calibre Derringer and was found not guilty by reason of her mental state. Evidence given 

ос the trial described her paroxysmal insanity associated with ner menstrual periods. 
The verdict was heavily criticised in the popular press of the time. _ 


(BMJ Vol. 297 5 November 1988) 
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and 
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The book: 
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drug action. 
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An over view of alleged factors causing Hepatitis 


during primary anti tuberculosis chemotherapy - 


: Clinical significance 


Aggarwal N.P., Meena Aggarwal | 


Introduction 


Primary anti-tuberculosis drugs namely Isoniazid (H), Streptomycin 
(S), Para-amino Salicyllic acid (PAS) and Thiacetazone (T) are still 
the sheet anchor of tuberculosis treatment in the developing countries 
and the regimen containing isoniazid plus PAS or thiacetazone with an 
initial supplement of streptomycin for a period of 2 to 3 months carries 
about 10096 efficacy. But sometimes it causes hepatitis and requires 
a modification in the regimen. This paper is an attempt to review the 
alleged factors pertaining to the development of hepatitis associated 
with primary anti-tuberculosis drugs and their clinical significance. 


Hepatic toxicity of isoniazid alone: 


Chemoprophylactic use of isoniazid is 
associated with a risk of hepatitis in 2.8 per 
1000 subjects aged less than 35 years to 7.7 per 
1000 subjects aged above 35 years with an 
average of 5.2 per 1000 subjects (19) and a 
mortality rate of about 12% (2). The major 
factor was advancing age and the liver damage 
was mainly hepatocellular. The hepatic 
damage may be due to metabolic activation of 
monoacetylhydrazine by a hepatic microsomal 
enzyme leading to the formation of potent 
acylating agent capable of causing liver cell 
necrosis (14). The risk is high in malnourished 
subjects (12). However, the dose (21) and 
acetylation status (5) do not affect the isoniazid 


hepatitis and also the risk is unpredictable in 


any individual subject (1). But it is suggested 
that the drug should be withdrawn, when 


hepatitic reaction develops or a rise of more 
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than 3 times in serum transminase is detected 


(17). 


Hepatic toxicity of isoniazid in combination 
with either Streptomycin or PAS or Thiaceta- 
zone or both: 


A review of individual case reports con- 
firms (3,4,11,13) that chronic liver disease 
is responsible for causing hepatitis, secondary 
to isoniazid therapy by reducing the number of 
functioning hepatic cells and amount ef blood 
flow and is sometimes fatal (4). However, 
controlled clinical trials in India (21-27) 
revealed that 3 (0.5%) of 729 patients on 
isoniazid plus streptomycin and 19 (2%) of 
990 patients on isoniazid plus PAS developed 
hepatitis, 19 developed hepatitis during the 
first 3 months while rest had in the 4th, 5th 
and 11th month of treatment respectively. 
4 were thought to have infective hepatitis 
and another 5 had hepatitis as a part of hyper- 
sensitivity reaction to PAS. All recovered and 
18 resumed the regimen successfully. It, there- 
fore, can be concluded that the primary group 
of anti-tuberculosis drugs is hepatotoxic, if 
not more. When PAS was replaced with 
thiacetazone as a companion drug to iso- 
niazid, very high incidence of hepatitis and 
other toxic reactions were observed in U.S.A. 
and Britain. Hence, it is not recommended 
in these countries. However, clinical trials 
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in East Africa (6,7) have shown that thia- 
cetazone proved to be a good companion drug 
with isoniazid in a dose of 150 mg/day and 
review of their total work on thiacetazone 
revealed that none (0%) of 55 on isoniazid 
and Diphenyl Thiourea had hepatitis while 
10 (0.5%) of 1874 patients on isoniazid plus 
Thiacetazone and 2 (2%) of 125 on isoniazid 
plus PAS developed hepatitis, Chronic liver 
disease and severe malnutrition was respon- 
sible for fatal outcome in 5 and remaining 7 
recovered but 3 of them resumed the regimen 
successfully. A controlied trial in India has 
shown (24) that 2 (3%) of 75 patients on iso- 
niazid plus thiacetazone developed hepatitis 
in the 7th and 8th month respectively. Both 
recovered but one resumed the regimen 
successfully. A review of individual and con- 
trolled clinical reports revealed that very thin 
build and low body weight (16) chronicity 
of disease and catabolism due to the effect 
of the disease and history of previous chemo- 
therapy with other drugs (15), chronic hypoxia 
(18) diabetes mellitus and alcoholic cirrhosis 
(20) are alleged factors causing hepatic damage 
and some were fatal (20). Therefore, such 
patients need either hospitalisation or close 
supervision during anti-tuberculosis treatment. 


"3 


Conclusion: 


The published evidence suggests that 
advancing age, chronic liver diseases, cirrho- 
sis of liver, malnutrition, low body weight, 
chronicity of the disease, history of previous 
chemotherapy, chronic hypoxia and diabetes 
mellitus, pre-dispose to the development 
of the hepatitis during primary anti-tuber- 
culosis chemotherapy. Therefore, it is suggest- 
ed that such patients must be observed closely 
during the period of chemotherapy. 
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Editorial 


Oncogenes 


Oncogenes are parts of the genome (i.e., 
aggregate of genes) which have the ability 


to promote malignant transformations of 


cells. These are derived, either from viruses 
or from the body cells themselves. They were 
first discovered in studies on transmission of 
tumours by retroviruses. The retroviral RNA 
contains three main structural genes: a gene 
for its internal proteins, gag, a gene for reverse 
transcriptase, pol and a gene for the envelope 
proteins, env. In some viruses, a viral onco- 
gene v-onc is present in addition. Several 
types of viral v-onc have been described which 


induce tumours in animals. There are other 


normal genes, homologous to viral oncogenes 
found in body tissues of animals and man. 
There are called proto-oncogenes or cellular 
oncogenes (C-onc). These are ancient and 
found in all eukaryotic cells including yeast. 
These cellular oncogenes play a central role 
in normal cell growth and differentiation. 


The proteins synthesised under the code 
of oncogénes are small peptides involved 
in protein kinase action, DNA binding, gua- 
nosine triphosphate binding, growth factor 
activity, phosphorylation, etc., Such onco- 
genes include ras, svc, myc and v-scs, to name 
only a few. 


Ordinarily the cellular oncogenes are 
quiescent and express their protein trans- 
lation only during certain predetermined 
stages of mitosis and cell differentiation. A 
disordered regulation of oncogenes disturbs 
their quiet and leads to malignancy. The 
different disturbing ` mechanisms include 


* * * 


mutation, translocation, loss of regulators 
and amplification of action. These mecha- 
nisms may be triggered by carcinogens, 
viruses, radiation and other cancer-inducing 
factors. 


Expression of cellular oncogenes in an 
orderly fashion is necessary for normal cell 
growth and differentiation. Oncogenes are 
activated as normal cells move through the 
mitotic cell cycle G,-s-G;?-M;-G,. The С; 
is the “start” stage activated. by an oncogene 
through a protein kinase helping growth 
factors. During the S phase, new DNA is 


synthesised, preparing for mitosis, also con- 


trolled by an oncogene. The oncogene activity 
has been shown to be involved in mitosis of 
fibroblasts, lymphocytes and monocytes. 
Since these cells are also involved in auto- 


immune disease, increased expression of 


certain cellular oncogenes is found in human 
autoimmune diseases like rheumatoid ar- 
thritis, SLE etc. The locus of the cellular on- 
cogenes involved in these autoimmune dis- 
eases has been given a fanciful label “rheu- 
mogene". 


Genetic engineering aims at modifying 
an existing genetic pattern to curing diseases. 
Genes are now the focus of attention as the 
basic target of treatment of diseases. Cancer, 
autoimmune diseases and non-malignant 
proliferation are now sought out in terms of 
oncogenes and it may not be long before these 
oncogenes are "engineered" 


(Dr. N. Hariharasubramanian M.D., Ph.D. Дд 


* * * 


Most medical students nou spend time on wards working alongside nurses to give them a 
better understanding of what their colleagues do. A nurse from Bart's has now suggested the 
reverse (Nursing Times 26 October, p 12): as part of their training nurses should shadow an on- 
call houseman for a day. Better appreciation by nurses of what junior doctors have to do may 
benefit both sides, reducing the friction that often exists between them. ` 


(BMU Vol. 297 12 November '88) 
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Dr. D.A. Prabhakar Rao, 
Sehabad,, 
Karnataka. 


Q: What is benign positional vertigo and 
its treatment? How long will it take to subside 
completely? Does 'Hydrops' differ from BPV? 


A: Benign positional vertigo is defined as 
vertigo occuring only with the change in head 
position like bending forward, looking up, 
rising from bed lying down or turning in bed. 
The duration of the vertigo is 3 seconds or 
less. Benign positional vertigo may follow 
head injury but may occur without obvious 
cause in middle age patients. Treatment is 
symptomatic and caution in change of position 
of the head. In hydrops or Meniere’s syndrome 
the vertigo is associated With tinnitus and 
- hearing loss. With repeated attacks there is 
progressive loss of hearing. 


Dr. M. Natarajan 
* * * 


Dr. Tamil Selvi, 
6, Chindathripet St., 
Polur, N.A. Dt. 


Q: Please let me know the cause and treat- 
ment for the colostrum luminary from а 
female patient aged 37 years, having regular 
periods. Last cltild birth 8 years back. Urine 
gravindex negative, i.e. agglutinisation pre- 
sent. PV findings normal. 


A: (I) Causes of colostrum luminary in female 
patient 37 years old: 

The prevalence of Galactorrhoea is 1% in 
females: with normal menstruation and 3.2% 
is females with anovulatory cycles. 


- Colostrum luminary is defined as non- 
bloody, nonpurulent breast secretions found 
to have fat globules on microscopic exami- 
nation. It may be present in 33% of patients 
using mechanical method of contraception 
(intrauterine device, condomns, diaphragms), 


ann 


| Correspondence 


19% of women on oral contraceptives, 41% 
of females on intra muscular progesterone 
and 55% females on oral progesterone. The 
oestrogen and progesterone in the pill can 
both result in increased prolactin secretion, 
and the oestrogen can even increase the num- 
ber of lactrotrophs in the anterior pituitary. 
Even discontinuance of oral contraceptives 
can also produce galactorrhoea but it is asso- 
ciated with amenorrhoea. Women who develop 
galactorrhoea while on oral contraceptives 
deserves a careful evaluation for the presence 
of pituitary tumour. 


Drugs that block the dopaminergic re- 
ceptors in the hypothalamic pituitary system 
are frequently associated with hyperprolacti- 
nemia and include (a) phenothiazines (Triflu- 
perazine) (b) Butyrophenone (Haloperidol) 
(c) Metaclopropamide (d) Antihypertensive 
drugs (Reserpine, Alpha methyl dopa) (e) 
Opiates (morphia) (f) TRH (g) Tricyclic anti- 
depressants (Imipramine, Amitryptiline). 
Idiopathic galactorrhoea is а diagnosis of 
exclusion. | 


However, 85-100% of patients with idio- 
phatic cause with normal menstruation have 
normal prolactin levels. Primary hypothy- 
roidism is a well established cause for galac- 
torrhoea and is responsible for 2-676 of cases. 


It is attributable to (i) TRH induced prolactin 


release (ii) decreased metablic clearance of 


prolactin. 50% of patients with hypothyroi- 


dism will have normal prolactin level and 
normal menses. It has been suggested that 
the excessive prolactin secretion is the product 
of a neurohumoral reflex that inhibits hypo- 
thalamic prolactin inhibitory factor secretion. 
Mechanical stimulation of the breast has also 
been recognised as a way of inducing lactation. 
Lesions of the chest wall that stimulated the 
2nd - 6th thoracic nerves also been associated 
with galactorrhoea, these imclude burns of 
the chest, herpes zoster, mastectomy, thoro- 
cotomy. Other conditions linked to galactorr- 
hoea include polycystic ovary syndrome, acto- 
pic production of prolactin by bronchogenic 
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carcinoma, hypernephroma, decreased clear- 
ance of prolactin seen in chronic renal failure, 
Graves disease and ovarian tumours. 


All patients with galactorrhoea should 
have measurements of Thyroid stimulating 
hormone, and,Serum prolactin level. Normal 
serum prolactin level is less than 25 ng/ml. 
The woman with galactorrhoea arfd a prolactin 
level greater than 100 ng/ml. should be 
assumed to have a pituitary tumour until 
proven otherwise. Conversely woman with 
normal prolactin levels found to harbour 
pituitary tumour. Single most valuable labo- 
ratory test is quantitation of serum prolactin 
by radio immunoassay with serial measures 
are more useful. Selective enteroposterior 
and lateral radiographs of the sella turcica is 
useful for detecting pituitary lesions. Hypo- 
cycloidal “tomography is the radiological 
standard for establishing the presence of a 
pituitary tumour. Demonstration of tumour 
blush on carotid angiography is also use-ul. 
Computarised tomography is also now used. 


Galactorrhoea with hypothyroidism should 
be treated with Levothyroxine for 3-6 months. 
Patients receiving a medication known to be 
associated with galactorrhoea should have 
their medication continued over the next 6 
months; galactorrhoea should resolve and 
the serum prolactin should normalize, if not 
radiological evaluation of sellaturcica and 
 parasellar should be done. All pituitary 
tumours excluding those producing acro- 
megaly are rarely found in Women with normal 
prolactin level and normal menstruation. 
Bromocriptine, a dopaminergic agonist is 
shown to inhibit prolactin synthesis and secre- 
tion in pituitary lactortrophs. The usual dose 
is 2.5 - 7-5 mg/day in divided doses. Trans- 
phenoidal excision of microadenomas and 
subfrontal approach for large macroadenomas 
are the routine surgical treatment. Radiation 
therapy is as gdjuvant to post operative therapy 
in patients with persistant hyperprolactinemia 
or incomplete tumour resection. 

Dr. Jayam Kannan 
* * * | 


—— MM ————————— 
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Dr. D.R. Sharma, 
Main bazar, 
Pathankote, Punjab. 


Q: A couple married four years back have 
no issue. Wife conceived after one year of 
marriage but had a complete abortion of 3 
months after a long journey. Postabortively 
she was put on antibiotics, and Brufen 400 mg. 
bd 3X7 days plus evacuated by some expert 
Gynaecologist to ensure the complete removal 
of any residual clot or piece. After this abort- 
ion there is no conception. 


Hysterosalphiangiogram shows uterus 
is of normal shape, size and position. There 
is an evidence of left tubal block. 

There is free spill in the rt. side. 

Menstrual history: Cycle is of 28 days but 
some times Menstrual is of 40-80 days. Bleed- 
ing remains for 3-5 days without any pain. 
Seman Analysis: Count: 125,000,000/cc 
Motility: 69% Active 40%, sluggish 20% 


1. What is the cause and treatment of left 
tubal block? Can she conceive with one 
tube only? 

2. How would you investigate and manage 
this case? 

3. What are the other possible causes of in- 
fertility in this case? 


A: 1. Patient can conceive even with one tube. 
The cause for the left tubal block may be 
infections following the D & C of the previous - 
abortion. We can treat the left tubal block 


by hydrotubation of the fallopian tubes with 


Efcorlin and hyalase. Weekly Hydrotubation 
with Efcorlin and hyalase may be done for 
6 consecutive weeks. This, has been proved 
effective in many cases. 


2. Further investigations and management: 
a. Since the patients is having occasional 
irregular cycles, we can study whether.the 
patient is ovulating or not. For this we can 
examine the cervical mucus 14 days prior to 
the expected date of menstruation. If there 
is cascade of cervical mucous with spinbarkeit 
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> 10 cm. and fern pattern positive, then we 
are sure that the patient is ovulating. Other- 
. wise the patient may be put on clomiphene 
citrate for induction of ovulation and study 
whether the patient is ovulating or not. 


b. We can do vaginal smear for cellular study 
during the progestational phase for studying 
the secretory activity of the endometrium. 
If there is luteal phase deficiency, we may 
put the patient on progestational agents for 
the rectification of the luteal phase deficiency. 
Other causes of L.P.P. may also be investi- 
gated. 


c. If ovaries are ovulating and secretory 
phase of the endometrium is normal, we can 
next do the postcoital test to identify whether 
the cervical mucus is the cause for the inferti- 
lity. For this we have to take the- cervical 
. mucus 2 hours after the intercourse for the 
sperms. If there are suffecient number of 
motile sperms than we say the cervical factor 
is not responsible for the infertility. If there 
is inactive sperms, then we can do in vitro 
sperm permeation test to test whether the 
sperm is able to penetrate the cervical mucus 
and its motility after prenetrating the mucus. 
If this test is also negative, than we can directly 
pass on to Aftificial insemination of homo- 
logous semen for this patient, expecting that 
.the act of coitus may be defective. 


If all these measures fail one can do diag- 
nostic laparoscopy for this patient since the 
patient is having occasional irregular cycles 
for detecting ovarian cysts (Poly Cystic Ovar- 


А * * 


ian disorder) Laparotomy and wedge resec- 
tion of ovaries may be considered if other 
methods of ovulation induction fail. 


We can measure the Antisperm antibody 
titre, which may also be the cause of inferti- 
lity. 


Hence, other possible causes of infertility 
are: p SEP 


1. Anovulatory cycles since the patient is 
having occassional irregular cycles - treated 
by ovulation inducing drugs.. 


2. Luteal phase deficiency which may be 
treated with progestational agents. 


3. Cervical factor - the cervical mucus which 
also produces death of the sperms entering 
the cervical canal can be diagnosed by 
doing the post coital test, if it is negative, 
we can do invitro sperm permeation assay. 


4. Immunologically Antisperm antibodies 
production can be studied by doing Anti- 
sperm antibody titre in these patients. 


5. Since you have not mentioned the abnor- 
mal sperms in the sperm count, abnormal 
sperms may also cause abortion in the 
early months of pregnancy. Please recheck 
the seman. | 


6. Since you have not mentioned about the 
histo-pathological report of the curetted 
speciman, we have to rule out serum toxo- 
plasmosis, chlomydia infection and tuber- 
culosis in this patient. 


Dr Jayam Kannan 


* * * 


Smoking is a profound risk factor for osteoporosis, not only in premenopausal women, 
but in menopausal women on hormone therapy. It has been hypothesized that smoking 
somehow increases the metabolic clearance rates of oestradiol and oestrone. Therefore, 
patients who smoke benefit less from the same amount of hormone than non-smokers. 


o e 
. Because nicotine is a potent stimulator of ACTH secretion, smoking may increase 
the level of cortisol production by the adrenal gland. The resulting hypercortisolemia 


can be o risk factor for osteoporosis. 


Unl. of Applied Medicine Dec. '88) 
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T 
Placebo - drug or non-drug? 


Placebos, being inert compounds, are 
assumed to have no pharmacological action. 
It was therefore surprising to learn that place- 
bos, e.g. saline, were as effective as morphine 
in a postoperative situation. 


The above observation allows for three 
different explanations: (i).the patients didn't 
need treatment at all - this is possible in a 
postoperative situation, since pain tends to 
disappear gradually; (ii) saline and morphine 
are equally effective - this explanation can 
certainly be ruled out; and (iii) the mere fact 
of receiving something that the patient thinks 
is an analgesic causes the effect. 


. Many similar observations led to the ac- 
ceptance of a so-called placebo effect. Merely 
accepting the new term is not satisfactory, 
unless there is some agreement on the mode 
of such effect. However, there is no such 
agreement. It is even more puzzling that this 
placebo effect is not seen in al! pathological 
conditions or is not fully comparable to the 
effect of an active drug. Placebo response 
Is very common in duodenal ulcer and arterial 
hypertension. Both conditions can be treated 
adequately with active drugs. There is little 
or no placebo effect in cancer, nor is there 
any significant drug effect. It thus appears 
that placebo effects and drug effects are 
related. Since placebo effects are seen mainly 
or exclusively in conditions that can be treated 
with conventional agents, it is feasible to 


classify placebo effects as therapeutic effects, : 


most likely weak ones. Often placebo effects 
are interpreted as psychological effect. The 
two conditions mentioned, i.e. duodenal 
ulcer and arterial hypertension, respond to 
psychological stimuli. 


[n accepting placebo effects as real thera- 


peutic effectse channelled via the mind or- 


generated by the mind, and tonducted via 
the autonomic nervous system, we need to 
understand the role of the mind, which we 
do not do at present. 


The philosophy of clinical trials to study 
efficacy of drugs is based on the assumption - 
that a non-drug is compared with a drug. In 
most trials placebos are used as non-drugs. 
However, should placebos have any degree 
of therapeutic action they must be considered 
unsuitable for the comparative assessment 
of therapeutic action versus that of other or 
new drugs. 


It is often observed that comparative 
trials designed in an identical double-blind 
fashion often produce different results when 
carried out with different patients at a dif- 
ferent place. The usual explanation in such 
a case is inadequate efficacy of the drug under 
investigation, statistical failure, nom-com- 
pliance with the dosage schedule and other 
variables, but never is a different placebo 
effect held responsible.. 


It appears more logical - in conditions : 
where the generation of placebo effect is anti- 
cipated - to compare minimum effective doses 
with increasing doses instead of using a place- 
bo. Minimum effective doses are routinely 
assessed in clinical trial programmes. 


It might well be that the minimum effective 
dose in some instances is identical with the 
hitherto-known placebo effect. 


One observation causing problems of 
interpretation is the existence of side-effects 
with placebo administration, although in 
&ost trials the placebo is associated with a 
lower incidence of side-effects. Increasing 
doses of placebos might also lead to an in- 
crease in the rate of side-effects, indicating 
a different type of dose dependency. It is 
not understood how psychological stimuli 
arrive at the site of action. It might well be 
that they are conducted via the autonomic 
nervous system. This assumption is supported 
by the fact that in infections little or no placebo 
effect is seen, since bacteria have no direct 
contact with the autonomic nervous system of 
their hosts. On the assumption that placebos 
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have weak therapeutic actions and may be, 
comparable to the minimum effective doses, 
the phenomenon of side-effects with placebo 
administration can easily be explained. 


by a therapeutic action of placebos; and (iv) 
placebos are unsuitable means of assessing 
relative drug actions in all conditions where 


placebo effects can be anticipated. 


The following hypothesis is offered: (i) 
placebos have therapeutic actions, channel- 
led via the mind, which are not predictable; 
(i) the actions of placebos might coincide 


It is therefore suggested that in clinical 
trials minimum effective doses instead of 
placebos should be used, since the magnitude 
of the minimum effective dose is more easily 


with those of the minimum effective active defined. 

doses, but not necessarily; (iii) the occurrence 

of side-effects with placebos can be explained (SAMI Vol. 73, 23 Jan. 1988) 
* * * * * * 


Postoperative myocardial infarction is a common disorder if doctors look for it. 
A prospective study of patients undergoing elective surgery in New York indentified 
232 at high risk because of diabetes or hypertension. Postoperative assessment 
showed that 77 had either electrocardiographic changes or symptoms suggestive of 
infarction (Surgery, Gynaecology and Obstetrics 1988;167:407-14). The incidence of 
infarction was substantially greater in those with abnormalities in a postoperative 
electrocardiogram. 


(BNU Vol. 298 7 June 1988) 


* * * * * * 


Selective dysacusis 


The symptom of poor speech discriminotion in the presence of background noise 
is a uell recognised feature of elevated heoring thresholós due to cochlear damage. 
Similar symptoms occasionally occur in patients with no detectable audiological abnor- 
mality. A study to evaluate the frequency selectivity of-such patients using an electro- 
physiological technique based on extratympanic electrocochleography indicated that 
frequency specific responsiveness of the cochlea may be effected before conventional 
behavioural tests reveal abnormalities. This syndrome has been described as selective 
dysacusis. 


(Л. of the Royal Soc. of Med. Vol. 81 June '88) 
* * * * * * 


Sleep apnoea is the syndrome of loud snoring, nocturnal restlessness and neuro- 
psychological disturbances, morning headahces, and daytime sleepiness and is being 
recognised increasingly often in obese middle aged men. A study reported in "Chest 
(1988;94;531-8) disproves the belief that patients with this disorder may die in their 
sleep. A six year follow up of 91 patients found that nine died- but none in their sleep. 
Nor, indeed, was their mortality higher than a control group of patients with simiiar 
obesity but without sleep apnoea. е 


j (BNU Vol. 997 29 October 1988) 


* X ox * * * 
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Mandibulofacial dysotosis (Treacher 
Collins syndrome) is an autosomal dominant 
disorder that has a high degree of penetrance 
and variable expressivity. Fewer than 250 
cases have been reported to date. Approxi- 
mately 50% of these appear to represent fresh 
mutations. Affected patients howga charac- 
terfstic facies recognizable at birth. The 
principal abnormalities of the Treacher- Col- 
lins syndrome are; antimongoloid slant of 
palpebral fissure, malar hypoplasia (may 
be associated with cleft of zygoma) mandi- 
bular hypoplasia, cleft palate, incompetent 
soft palate, pharyngeal hypoplasia, colobo- 
mata of lower eyelid, partial to complete 
absence of lower eyelashes, malformation 
of auricles, defects of external auditory canal, 
conduction deafness, and extension of scalp 
hair onto the lateral cheek. Anomalies other 
than facial defects are rare and intelligence 
usually is normal, although development 
may be delayed because of hearing impair- 


ment. А 


These defects are thought-to arise from 
aberrant development of the mesodermal 
elements of the first and second branchial 
arches. Affected infants often have respiratory 
problems because of the marked pharyngeal 
hypoplasia. Upper airway obstruction can 
make intubation exceptionally difficult, thus 
creating a need for tracheostomy. In rare 
circumstances, severely affected infants have 
died usually as the result of respiratory com- 
plications. 


The diagnosis of mandibulofacial dysos- 
tosis has been established in the prenatal 
period. Nicolaides et al. performed fetoscopy 
in four women who previously had delivered 


affected infants. In two cases, they were able" 


to visualize facial abnormalities such as mandi- 
bular hypoplasia, deformed external ears, 
and cleft palate. In each instance, abortion 
was performed, and the diagnosis was con- 
firmed. The authors did not note that either 
of the affected pregnancies was complicated 
by polyhydramnios. 
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It is hypothesized that the prominent facial 
abnormalities of the fetus interfere at least 
partial obstruction of the upper alimentary 
canal, with the resultant development of 
polyhydramnios. Mandibulofacial dysostosis 
should be considered in the differental diag- 
nosis of gastrointestinal anomalies asso- 
ciated with excess amniotic fluid volume. 
As ultrasound instrumentation becomes in- 
creasingly sophisticated, it may be possible 
to visualize clearly certain of the characteris- 
tic facial abnormalities thus eliminating the 
need for a more invasive procedure such as 
fetoscopy. 


(Military Medicine Vol. 153 Sep. 1988) 
* * * 
Acyclovir . 


The most widely used antiviral drug today 
is acyclovir, a nucleoside analog of guanosine. 
This drug requires the viral enzyme thymidine 
kinase for activation in infected cells and 
thus is useful against herpes viruses possess- 
ing this enzyme, such as herpes simplex virus 
(HSV) types 1 and 2 and varicella zoster virus. 
Acyclovir is not useful against herpes-viruses 
lacking the enzyme namely cytomegalovirus 


and Epstein Barr virus. The fully activated, 


triphosphate form of acyclovir inhibits viral 
DNA polymerase and may also lead to chain 
termination of replicating viral DNA. The 
drug can be administered topically, orally 
or intravenously and is excreated in the urine. 


Overall, acyclovir has an excellent safety 
record. The major adverse effect is a rever- 
sible elevation in serum creatinine when given 
at high doses. The risk for this occurrence 
can be reduced by maintaning good hydration 
of the patient, decreasing the dose in those 
with renal insufficiency, and avoiding high 
dose bolus administration, Occasionally, 
CNS toxicity has been reported. 


The most common use of acyclovir is for 


herpes simplex genitalis. In primary cases, 
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oral therapy (200 mg. every four hours, five 


times day) causes a reduction in viral shed- 


ding, time to healing, and duration of systemic 
symptoms by approximately 50%. However, 
the frequency of recurrences is unaffected. 
For recurrent outbreaks, oral therapy has 
only a slight effect in shortening healing time 
or reducing symptoms. However the drug 
can be effective as a prophylactic agent to 
suppress recurrences. Acyclovir may be used 
prophylactically in those with more than six 
recurrences per year and use is presently 
limited to six months (200 mg. PO). Recur- 
rences may continue after discontinuation 
of the drug. 


Acyclovir may be used for other kinds 
of herpes simplex virus infections. It is the 
drug of choice for HSV encephalitis given 
10 mg/kg. I.V. every eight hours for at least 
ten days. Both renal and bone marrow trans- 
plant recipients benefit from prophylaxis 
against recurrent disease (200 mg. PO BID) 
among immunocompromised hosts, it appears 
to be effective in reducing the time of healing 
in herpetic esophagitis and HSV anorectal 
infections. Studies of neonates infected with 
HSV indicate that acyclovir is superior to 
the older drug vidarabine in reducing morta- 
lity from central nervous system infection 
while both drugs appear to offer similar results 
in improving survival of newborns with dis- 
seminated disease. However, vidarabine is 
currently the only FDA approved drug for 
treatment of neonatal HSV infection. For 
treatment of older children or adults with 
serious illness caused by herpes simplex or 
varicella- zoster virus, acyclovir has sup- 
planted vidarabine due to increased efficacy 
and decreased adverse effects. Although 
ophthalmic acyclovir is available for treat- 
ment of herpes simplex keratitis, trifuridine 
is the drug of choice. 


Varicella zoster infection in the immuno- 
compromised host may be treated effectively 
with high dose intrgvenous acyclovir (12.4 
mg/kg. I.V. every eight hours), although no 


studies have addressed the effectiveness of 
oral therapy among these patients. Oral 
therapy at high doses (600-800 mg/kg. tive 
times-day) has been shown to offer significant 
benefit on the course of illness and pain for 
widespread zoster in the noncompromised 
host. However, acyclovir has no effect on 
postherpetic neuralgia. 


(Michigan Postgraduate Review Vol. 5, No. 3 
July-September 1988) 


* * * 
Ketoconazole 


Ketoconazole is the first imidazole to 
supplant amphotericin B for the treatment 
of some systemic fungal diseases. The spec- 
trum of this agent is very broad, including 
yeast-like fungi, such as Candida, and dimor- 
phic fungi, such as Histoplasma Blastomyces 
and Coccidioides. It is important to remember 
that Ketoconazole is not active against Sporo- 
thrix, Aspergillus, or Mucor. 


Ketoconazole is administered orally and 
is absorbed fairly well as long as the patient 
is not achlorhydric. ft is important to re- 
member that cimetidine or antacids will block 
the absorption of ketoconazole and should 
not be given when the drug is used. No active 
drug is excreted into the urine and very little 
gets into the spinal fluid. 


Although the toxicity of ketoconazole is 
less than that experienced with amphotericin 
B, for some patients it can be significant. 
Idiosyncratic hepatitis occurs in approximately 
in 15,000 patients receiving the drug, and 
should be sought with assays for liver function 
in a patient who will be on the drug for a 
prolonged period of time. 


Ketoconazole diminishes the secretion 
of both testosterone and corticosteroids. This 
effect is greatest when the drug is given at a 
dose of 800 mg. per day or more. In a young 
man with a deep fungal infection which 
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requires therapy: for months the decreased 
libido, oligospermia and gynecomastia may 
indeed be limiting. Although corticosteroids 
are decreased this effect is reversed daily 
as the concentration of drug falls. Once daily 
dosing will ensure that the patient has ade- 
quate levels of corticosteroids by the next 
dosing period. 


Ketoconazole has become the treatment 
of choice for chronic mucocutaneous candi- 
diasis, for recurrent vaginal candidiasis, and 
for severe thrush or esophageal candidiasis. 
In addition, it is quite useful in the treat- 
ment of recalcitrant tinea infections. Depend- 
ing upon the severity of the disease, keto- 
conazole or amphotericin B could be used for 
histoplasmosis, blastomycosis, or coocidi- 
oidomycosis. In general, patients with less 
severe infection due to these deep fungi do 
very nicely with ketoconazole and it is clearly 
much easier and safer to administer than 
amphotericin B. Ketoconazole should not 
be used for disseminated candidiasis, crypto- 
coccal meningitis, aspergillosis, or mucor- 
mycosis. 


(Michigan Postgraduate Review Vol. 5, No. 3 
July-September 1988) 


* * * 


Anabolic steroids: the power and the glory? 


The use of androgenic substances to im- 
prove physical prowess is'not new: in 1989 
Brown Sequard attempted to restore his fail- 
ing powers of old age with injections of an 
extract of crushed guinea pig testicles. Later 
male sex hormones were shown to diminish 
nitrogen excretion in castrated dogs and eunu- 
choid men. This led to the hypothesis that 
such agents might be used to reverse the cata- 
bolic effects of trauma and to increase muscle 
bulk and strength in normally androgenised 
men. А search for derivatives whose anabolic 
properties could be dissociated from any 
androgenic effect followed, and yielded pro- 
ducts such as nandrolone, stanozolol and 
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oxymetholone, which are now used by athe- 
letes to improve their performance. Muscles 
bear androgen receptors apparently identical 
to those of secondary sex organs, and the 
pharmacological effects of anabolic steroids 
include virilisation, suppression or luteinising 
hormone and testosterone secretion, testi- 
cular atrophy with decreased spermatogene- 
sis, and fluid retention as well as their anabolic 


actions. 


It is not certain whether anabolic andro- 
gens improve physique or athletic perform- 
ance more than diet and training alone. There 
have been few satisfactory experimental 
studies in man, though most double blind 
trials have failed to show changes in standard 
tests of strength. These investigations have 
certainly not dissuaded either steroid users 
or their coaches. Studies have usually con- 
sidered muscle strength even though other 
androgenic effects, particularly aggression 
and hence competitive instinct, may be more 
relevant. Methandienone has been shown 
to increase muscle bulk. Athletes are prepared 
to take anabolic steroids in many hundreds 
of times the therapeutic dose, and no trial 
could ethically mimic such usage. All the 
anabolic steroids are androgenic and could 
not be evaluated at conventional doses in 
female athletes who might be expected to 
show noticeable improvement in muscle 
power. Any putative trial would need to 
include very large numbers of subjects to 
be reasonably certain not to miss a 1-2% im- 
provement in performance: and it is such 
differences that represent the margin between 
victory and defeat in international athletic 
events. Indeed, no negative trial is likely to 
be as convincing to athletes as Ben Johnson's 
performance in the Olympic 100 m. final. 


Claims that the toxic effects of anabolic 
androgens occur only in patients and not in 
fit athletes are much easier to refute. Abnor- 
mal hepatic function; increased packed cell 
volume values; insulin resistance; hyper- 
cholesterolaemia with an increase in the 
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concentration of the low density lipoprotein 
fraction; an increase in blood pressure, left 
ventricular hypertrophy, precocious myo- 
cardial infarction, hypogonadotropic hypo- 


gonadism, gynaecomastia, and psychotic 
states all occur; and carcinoma of the liver, 
prostate, and kidney have been reported 
in previously fit men who have abused ana- 
pbolic androgens. Women athletes also show 
virilism with increased facial hair, acne, deep- 
ening of the voice, irregular menses, clitoral 
enlargement, and increased aggression. 


In international events drug abuse can 
be detected by radioimmunoassy and gas 
chromatography-mass spectrometry, but 
abuse of anabolic steroids is not confined to 
the elite competing in the Olympic Games 
and World Championships. At lesser levels 
of sport risks of detection are negligible, and 
among body builders steroid usage is so wide- 
spread as often to include beginners. 


Body builders and athletes who take ana- 
bolic androgens may come to medical atten- 
tion because of side effects or because they 
believe that monitoring is prudent. What 
should doctors do? Obviously, no doctor 
should prescribe these steroids to athletes 
for anabolic purposes. There is, however, a 
large illicit market in products such as nandro- 
lone and stanozolol that will continue while 


drugs bought abroad, or intended for veteri-_ 


nary purposes, are so readily available. Doctors 
cannot, with real confidence, claim that ana- 
bolic steroids have no effect on athletic per- 
formance. But they should emphasise the 
clear and established dangers of these agents 
both to athletes and (equally герр to 
their coaches. 


(BMJ Vol. 297 8 Oct. '88) 
* * * 
Marfan Syndrome 


The Marfan Syndrome is a very variable 
autosomal dominant condition. No single 
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specific diagnostic test for it exists, and the 
location of the gene awaits discovery. We 
have no difficulty in making the diagnosis 
in someone, of asthenic build with a funnel 
chest, arachnodactyly, joint instability up- 
ward dislocations of the lenses, and aortic 
incompetence, but the full gamut of features 
is seldom present. 


The most important complications of 
Marfan syndrome are cardiac; mitral incom- 
petence, aortic incompetence, and dissecting 
aneurysm or rupture of the aorta. Unfortu- 
nately some of those at risk of cardiovascular 
problems do not have other features of the 
syndrome in a florid form. 


Major criteria include mitral incompetence 
with a floppy valve, aortic incompetence, 
a dilated aortic root, dissecting aneurysm 
of aorta, dislocation of the lens, and a tremb- 
ling iris. Minor criteria include arachnodacty- 
ly, a high arched palate, a funnel chest, an 
asthenic build, instability of the joints (es- 
pecially of the ankles) flat feet, scoliosis, 
apontaneous pneumothorax, a floppy mitral 
valve (without incompetence) and severe 
myopia (four dioptres or more). Those who 
may benefit from cardiac, orthopaedic, and 
ophthalmic surveillance are identified by 
having one major with two minor criteria or 
five minor criteria without a family history. 
All who fulfill these criteria or in whom a 
suspicion of Marfan syndrome remains should 


be offered echocardiography. 


Much can be done to slow down, preventor 
treat cardiac complicatiops. Blockers may slow 
down the rate of aortic dilatation and avoid 
the other complications. Replacement of a 
valve and lagging of the aorta will help later. 
Patients with cardiac lesions need three to 
six monthly surveillance. Those with enough 
criteria for à diagnosis but no cardiac signs 
could be checked annually. A pregnant woman 
with no cardiac signs needs monthly checks 
from the third month. Another reason for 
making the diagnosis is to be able to offer 
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genetic counselling. Once the locus of the 
gene fór the Marfan syndrome has been 
located we will be able to track the gene 
through known families using closely linked 
genes or DNA probes. This should make the 
counselling more accurate, though we will 
still be unable to predict the likely severity 
in the offspring of someone known to have 
the gene. Identifying the gene will allow us 
to use it as a diagnostic test (even wihout a 
family history) and to understand the basic 
defect. 


(BMJ Vol. 296 14 May 1988) 


* * * 
Listeriosis 


Listeriosis is increasing in Western Europe 
and North America. Some of this increase is 
because of greater awareness of the disease, 
increased detection in the laboratory, and 
better reporting, but it also probably repre- 
sents a real increase in incidence. 


Most of the reported cases have been 
of bacteraemia and meningitis in elderly peo- 
ple, those whose immune system is compro- 
mised, pregnant women, and newborn in- 
fants; but some cases have. occurred in pre- 
viously healthy young adults. The case fata- 
lity rate is between 25% and 30% but listeriosis 


* * * 


Restless leg syndrome in pregnancy 


is registered as the underlying cause of death 
in only about half of such cases. 


Most cases are sporadic and apparently 
epidemiologically unrelated, but recently 
several foodborne outbreaks have been re- 
ported that were associated with raw milk 
and unpasteurised cheese. 


The epidemiology of human listeriosis 
seems to be changing. The incidence is in- 
creasing, and foodborne infection is becom- 
ing more common. These changes may be 
associated with the increased use of prolonged 
refrigeration of perishable foods that are 
consumed raw, particularly milk, cheese, 
and vegetable. 


Listeria monocytogenes is widespread 
in animals, and will inevitably be present in 
small amounts in raw animal and vegetable 
products. It grows at the temperature of refri- 
geration (4°C) indeed, “cold enrichment” 
is used to culture the organism in the labo- 
ratory. A small inoculum on foods may proli- 
ferate during prolonged refrigeration, out- 
growing competing organisms and producing 
sufficient numbers to cause infection and 
illness in susceptible people. 


Detailed epidemiological inquiries are 
needed to confirm this hypothesis. 


(BMJ Vol. 297 24 Sep. '88) 


* * * 


The restless leg sydnrome is an unpleasant creeping sensation deep in the lower 
legs causing an irresistable desire to move the leg and relieve the sensation. Though 
there are no proved aetiological factors, the syndrome seems to be strongly associated 
with pregnancy, iron deficiency anaemia, uraemia, and rheumatoid arthritis. Especially 
in pregnancy, doctors suggesting a reduction in activity to reduce symptoms and re- 
assuring patients that they have a common condition that will almost certainly dis- 
appear after delivery should help to allay their worries. 

e 


* Ж * 
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(BMU Vol. 297 29 Dec. 1988) 


* * * 
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A new edition of the classic text in ophthalmology 


Clinical Ophthalmology 


Secon d E al Д on ; 3 aT E more 


Jack J Kanski MD FRCS clinical information | 
Consultant Surgeon, * over 100 new colour pictures 

Prince Charles Eye Unit ж invaluable clinical reference for 

King Edward VII Hospital, Windsor, UK ophthalmologists at all levels 

With its broad coverage, systematic been replaced by better exampies. Now with 
presentation, and numerous superb colour over 700 illustrations, almost all in colour, 1t 
illustrations, the first edition of Clinical represents а superb visual reference work in ts 
Ophthalmology was an immediate success. ОМП nghf. 

sold widely throughout the world and was Compensating for these many additions, 
ronsiated info Three languages. _ some cf the older, obsolete procedures have 
The second edition retains the formula, cut been eiminated. Nevertheless it is still a longer 


with several significant improvements. With the Dock an ће first edition, and so the forma 
rapid growth of oohthalmology since the first По ceen changed to make it easier 1o 
eaition, many investigative and surgicc! hance. 
techniques have moved from clinica! 
research into everyday practice. These cre 
now thoroughly c:scussed. in response ‘O 
requests from many readers, the discussion of 
surg.cal procecures has been deepened to 
include more description of techniques and Contents: The eyelids e The orbit e The 
complications of the commonly performed lacrimal system @ The conjuctiva e The comea 
procedures. and sclera e Uveitis e Glaucoma e The iens e 
Retinal detachment e Retinal vascular 
This broadening of the scope has meant an disorders e Acquired maculopathies e 
increase in the number of illustrations. There Hereditary disorders of the retina and choroid 
are over 120 new illustrations in this edition. in e Tumours of the uvea and refina e Strabismus 
addition many of those in the first edition have ө Neuro-ophthalmology e Index 


Whether as a textbook for the trainee, or as a 
Quick reference for the busy practitioner, the 
continued populanty of Clinical 
Ophthalmology is assured. 


April 1989 + 500 pages * 276 x 219a» + Lliustraeted 
Original Edition (O 407 01020 3) Price £75,00 
BUTTERWORTH. INTERNATIONAL EDITION (О 407 01021 1) 222,99. 


WRITE TO US FOR DETAILS ON MORE BOOKS ON 
OPHTHALMOLOGY / OPTOMETRY. 













O Butterworths - 
Of) meeting professional NCCdS (eg PART OF REED INTERNATIONAL PLC. 





difficulty, please write to : 


Order your copies from your regular book supplier. In case of 


ANTHONY RODRIGUES A-22, Seema Apartments, Bandstand, 
Bandra, Bombay — 400 050. Tel.: 642 7347. 
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Text book of Medicine 
PE. Das 
Publisher: Current books international, 


60, Lenin saranee, 
Calcutta - 700 013. 


Price Rs. 100 
Year: 1988 


This book on Internal Medicine is easy to 
read. This may be of use to undergraduates, 
particularly those who are preparing for final 
year examination. The therapeutic aspect 
should have been discussed in detail, so that 
it may be of use to the practitioners also. This 
standard text book on medicine ought to have 
been updated by giving the latest references. 
Many references quoted in this book belong 
to last decade, before 1980. 


N.B.:- (In this copy, there is a major error 
in binding as pages 449 to 464 are kept after 
480) 


* >y * 
Thrombolysis 


D. Collen, 
H.R. Lijnen, 
M. Verstraete 
Publisher: Churchill Livingstone, 
London. 


Publications: B.I. Publications (P) Ltd., 
Promotion Department, 
61-63, Lakshmi Building, 
4th floor, | 
Sir Phirozshah Mehta Road, 
Bombay - 400 001. 


Year: 1985 


Price: £ 28.00 


Rook-Review 


This monogram on biological and thera- - 
peutic properties of new thrombolytic agents 
is first in the series of contemporary issues 
in haemostasis and thrombosis. It is autho- 
rative and complete. This is useful for post- 
graduates and specialists. 


There are nine chapters starting with the 
fibrinolytic system in the body with co-enzyme 
plasminogen when plastigen is converted 
into plasmin will degrade the fibrin. Various 
plasminogen activators like urokinase, strep- 
tokinase, ТР, prourokinase and acylated 
plasmin (ogen) - streptokinase complexes 
are dealt with in the other chapters. 


Their uses and clinical indications like 
deep vein, and arterial thrombosis; pulmonary 
infarction and myocardial infarction with 
acute coronary artery thrombosis are dis- 
cussed in detail. 


Dr. N. Kasi Rajan 


* * * 
Therapeutic consideration for the elderly 
Osa Littrup Jackson 


Publisher: Churchill Livingstone, 


London. 


Publications: B.I. Publications (P) Ltd., 
Promotion Department, 
61-63, Lakshmi Building, 


4th floor, 
Sir Phirozshah Mehta Road, 
Bombay - 400 001. 

Year: 1987 

Price: £ 27.50 


In this book the special skills needed to 
become a Clinical specialist in Geriatric Phy- 
sical Therapy are discussed in a detailed man- 
ner, particularly, the basic principles in reha- 
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Book-Review- 


bilitation. The chapter an breathing is very 
practicable and easily applicable to the sick 
elderly. The discussion on ideal postrual 
alignment in sitting is very enlightening and 
exhaustive. The chapter dealing on acute- 
emergency care outlines in detail the common 
medical and physical emergencies of the 
elderly. 


This book will be useful for specialists 
who are interested in rehabilitating their 
geriatric patients. 


Dr. V.S. Natarajan 


* * * 
Health visiting and the elderly 


Mary McClymont 
Silvea Thomas 
Michael J. Denham 


Publisher: ^ Churchill Livingstone, 


London. 


Publications: B.I. Publications (P) Ltd., 
Promotion Department, 


* * * 


Blood pressure measurement in primary core 





DEMNM ICM а MDC CC D аа 


61-63, Lakshmi Building, 
. 4th floor, 
Sir Phirozshah Mehta 5038; 
Bombay - 400 001. 
Year: 1986 
Price: £ 12.95 


The specialities of this book where the 
topics have been exhaustively dealt with 
are ZBiophysical aspects of aging,” “Caring 
for the elderly within community settings” 
and “Caring for older people with special 
needs.” The chapter dealing on “Illness in 
old age” is nicely illustrated with true case 
history and discussion on the same. Here 
many common and important ilnesses in the 
elderly have been discussed.’ Health visiting 
and the elderly client has also been dealt with 
in detail. 


This book has been mainly written for 
the health visitors and related educationists 
to enable them to gain appropriate skills in 
that field. 


Dr. V.S. Natarajan 


There are three main types of blood pressure device in primary care: the mercury 
and aneroid sehygnomanometers, and electronic self- “monitoring machines. 


The machine is self-calibrating and requires yearly maintenance to ensure correct 


function of its component parts. 


іл ьм мю – 


. The deflation valve, which should deflate at 2mm/s without difficulty. 

The rubber tubing, which should be airtight. 

. The wire mesh filter inside the pumping device should be cleaned to remove debris. 
. Lying at 90° to its base the manometer should be vertical. 

. If the correct amount of mercury is present it should read zero when ot rest. Loss 


of mercury occurs by oxidation, giving a black deposit on the inner aspect of the 


manometer tube. 


6. The washer and air vent at the upper end should be patent and not clogged by 


dust or mercuric oxide. 


* * * 


(The Practitioner, 22 Sep. 1988 Vol. 232) 


* * * 
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Glimpse into history 
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Charcot and the Saltpetriere 


The names of Jean Martin Charcot and 
his Saltpetr: :re school of neurology are among 
the most famous in the history of clinical 
neurology. Saltpetriere in France was built 
in 1603 as an arsenal. It derived its name 
from saltpeter, the principal ingredient of 
gunpowder, once manufactured at that site. 
In 1656, it was converted into an asylum for 
infirm and abandoned women and later in 
the eighteenth century, it was ап asylum for 
the insane. Coguel describes the horrid con- 
ditions of the asylum; the inmates were *mad 
women seized with fits of violence, chained 
like dogs at their cell doors and separated 
from keepers and visitors alike by a long 
. corridor protected by an iron grille; through 
this grille is passed their food and the straw 
on which they sleep; by means of rakes part of 


the filth that surrounds them is cleaned out". 
Phillipe Pineal (1745-1826) and Esquirol 
conducted their psychiatric studies on these 
helpless victims. At the peak of French revo- 
lution, Pinel, in charge of the ,saltpetriere 
asylum unchained the insane and paved the 
way for radically changing the psychiatric 
approach. He was the first to keep well-docu- 
mented case histories of mental ailments. - 


Jean Martin Charcot (1825-1893) took 


charge of the hospital in 1862. He found a 
veritable mine of neurological. material in 
the inmates of saltpatriere. Charcot was a 
student prodigy. In his graduation thesis in 


I | i 


medicine in 1848, he classified systematically 
the various arthritic problems and described 
the Charcot joints. Charcot described the 
lesions of hysteria, epilepsy multiple sclerosis, 
poliomyelitis, motor neuron disease and 
Charcot-Marie-Tooth’s disease. Charcot 
was a little preoccupied with hysterical sei- 
zures; he believed that these occurred ex- 
clusively in women and claimed that he could 
cure the illness by compressing the ovaries 
with his own invention, an ovarian compressor! 


Sigmund Freud, the man who heiped to 
established psychiatry as a discipline its own 
right, worked with Charcot towards the latter’s 
fall years, in 1885. The material of hysteria, 
neurosis and the prevalent methods of hyp- 
notism of Mesmer gave Freud much ground 
for work and thought towards developing 
his own theories of psychoanalysis and method 
of free association. 


Charcot, for all his bias, was an excellent 
bedside teacher of neurology; his lectures 
attracted students and follow-physicians from 
all over Europe to Saltpetriere. Among them 
was Pierre Marie, a brilliant pioneer in clinical 
neurology, who described the thyrotoxic 
tremor while as a medical student and des- 
cribed peroneal muscular atrophy, with 
Charcot. 


(Dr. N. Hariharasubramanian M.D., Ph.D.) 


I I I 


Too much iron in the body seems to be a bad thing. Research in th early 19805 
showed that bacterial infections were common in people. with high stores of available 
iron, and a study in the Unites States (New England Journal of Medicine 1988;319; 
1047.52) has now shown that cancer, too, is more common in such individuals. The 
clinical implication ‘of these findings is that taking iron (either in iron fortified foods or 
as mineral supplements) may be harmfu! for those who are not anaemic. 


(BMU Vol. 997 5 November 1988) 


ж * * 











College of Chest Physicians invites your attention that fresh stock of Asthma Vaccine is available 
for ready supply to Medical Profession in India. 





The vaccine is: 


*Broad Spectrum *Slow desentising agent 
*Most effective in; (i) Bronchial Asthma (all types) (ii) Allergic 
Bronchitis (iii) Hay fever etc. etc. 

















Available in phials of 10 ml. only. 
Price: Active Type : Rs. 195/- per phial. 
Retard Active Type : Rs. 590/- per phial. 
Kindly send full money in advance by DD/MO payable to Gen. Secretary, College of Chest Physicians. 


MEMBERSHIP/FELLOWSHIP CERTIFICATION 
in (i) TROPICAL CARDIOLOGY and (ii) TROPICAL PULMONOLOGY 


Fees schedule: 
Membership (MCCP) - Rs. 350/- 


Fellowship (FCCP) - Rs. 600/- Life Membership - Rs. 750- — * 
Life Fellowship - Rs. 1000/- Renewal Fee Rs. 25/- year 


Minimum eligibility: M.B.B.S., 


Evaluation Criteria: To submit a dessertation/thesis on an assigned subject 
which will be evaluated by the credential committe. 


For details contact: 

Secretary General 

College of Chest Physicians 

P.O. Box 6551, B-9, Tagore Garden, New Delhi - 110 027. 
Phone: 502204. 





























































A new book that doctors should prescribe to their patients 


SEX AND DISEASES 
by R. H. Dastur 


*Sex and Diseases I am certain will ‘‘This book, written by an eminent 
be a bestseller. I hope that millions of physician in his own inimitable style 
people will read it and learn from and in simple language conveys to the 
it^ youngster very useful information on 
the subject, a book every young per- 
Prof. STANLEY R. MOHLER son ought to read and digest. ” 

Wright State University, U.S.A. Dr. B. A. DARUVALA 
Venereologist 


j 
f 





'Dr. Dastur's other Bestsellers 

Sex Power Rs. 48.00 | 

Are You Killing Yourself Mr. Executive ? Rs. 42.00 
Rock Around The Clock Rs. 25.00 


Send your orders to : POPULAR PRAKASHAN PVT. LTD. 
35-C, Pt. Madan Mohan Malaviya Marg, Tardeo, Bombay 400 034 
4648/1, Ansari Road, 21, Daryaganj, New Delhi 110 002 е 
POPULAR BOOK DEPOT 

217 Raja Ram Mohan Roy Road, Bombay 400 003 
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A 13-year old girl has chronic iron defi- 
ciency anaemia, from the age 7. She has not 
attained menarche. She has had repeated 
therapies with haematinics and blood trans- 
fusions; but her haematocrit is less than 3095 
and she exhibits all characteristic symptoms 
of iron deficiency anaemia like pica, poor 
performance at school, fatigue, lassitude 
and loss of appetite. Physical examination 
revealed no significant abnormalities except 
pallor. Urinalysis was normal. -Repeated 
stool examinations were negative for ova 
and parasites. Chest X-ray and ultrasono- 


* * * 


В treatment for backache 


| Case of the month : 





graphy of abdomen were normal. A barium 
meal study proved to be diagnostic. Surgery 
was done and patient recovered completely. 


What is the diagnosis? 


(Compiled by: ; 
Dr. N. Hariharasubramanian M.D., Ph.D.,) 


Answer to the Case of the month - June °89 


Post-irradiation nodule is suggestive of 
carcinoma thyroid. Radioiodine uptake/scan 
will be confirmatory. 


* * * 


More than tuo million people a year in Britain alone consult their doctors with 
backache. The condition frequently becomes chronic and it costs the economy around 
220 million a year. Recently Professor Malcolm Jayson and his colleagues in the Rheu- 
matic Diseases Centre ot the Hope Hospital, Manchester, have obtained promising 
results with a new treatment which is based to some extent on similarities between 


chronic backache and venous thrombosis. 


In many cases of chronic backache pain is caused by the formation of long-term 
scar tissue containing excess fibrin together with inflammation and damage to small 
blood vessels locaily. The deposition of fibrin is similar to that which occurs in venous 
thrombosis. Excessive fibrosis is due to an imbalance in the enzyme systems controlling 


deposition and removal of fibrin. 


The Hope Hospital team have treated about 90 patients using stanozolol, an ana- 
boliesteroid which appears to stop the production of inhibitory substances which other- 
wise prevent the release of fibrin breakdown enzymes in some patients. At least two- 
thirds of the patients, all long term sufferers who had failed to benefit from other treat- 
ments, showed some relief from pain and improvement in their condition. The trial is 

. Still in progress. The side-effects of stanozolol make it unsuitable for mild symptoms 
and careful assessment is needed to select those who may benefit. While the treat- 
ment is being assessed Professor Jayson suggests that patients with chronic backache 
who smoke should be strongly advised to give up. His research has explained the 
known statistical link between smoking and chronic back pain by demonstrating that 


smoking inhibits fibrin- dissolving enzymes. 


* * * 


(The Practitioner 93 May '88, Vol. 939) 
* * * 


Crohn's disease may yet prove to be due to an infection. A review in "Gut" (1988; 
29:1017-9) looks at the evidence linking the disease with the Mycobacterium avium- 
intracellulare complex and with M paratuberculosis. It draws an analogy with tuberculoid 
leprosy, in which organisms are not detectable in the tissues, and suggests that Crohn's 
disease might be due to a delayed response to infection in early childhood. 
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Answer to the Quiz - June '89 — 


We welcome Quiz materials 


Cavernous haemangioma lower lip ‘with clear photographs. 


Correct answers received for the Case of the month - April '89 


. Dr. Sukhminder S. Dhillon, | 5. Dr. V. Venkataraman, 
Panj Grain Kalan, NON CENE . Anbil P.O., 
Dt. Faridkot - 151 ИНИ A . Trichy. 


. Dr. R. Katara, X EUR. /' 6. Dr. Suchitra Sudhir, 
38-A, Besant Road, — Pss .  . Mattanur, 
Kumbakonam - 612 D ys i UNA .. Cannanore - 670 702. 

E i ine 

" Dr. М; Sri Devi, - i ae 54 т 4. Dr. T.G. Kalkura, е 
СОНИ S me No. 3, University Road, 
Kariapatti - 626 106. — Xe Jada req Trichy. 


№ #2. = 
Dr j 


E | 
XS Ж 


. Dr. VRS. Krishnan & 
Dr. Mohammed Basheer, 
Venkatesa Hospital, е З, 
Pallipuram, 
snares ae 


у: y : i ET 


Correct answers received for the E.C.G. Quiz - April °89 


Dr. C. Ramesh; AM. Ris san Dr. J. Madhava Rao, 
19, Veera Raghavan Road, — Tex M T 38, New St., 


New Washermanpet, E Hn A A Karur - 639 001. 
Madras - 81. £m УЙНЫ ea ERES 


Dr. M. Dhanush Kodi, 
“Thenmani Hospital”, - 
48, North Cotton Road, 
Tuticorin. 


Correct answer received for Quiz - April °89 
Dr. Sukhminder S. Dhillon, 


Panj Grain Kalan 
Dt. Faridkot - 151 207. 
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ECG Quiz 


A 68 year old man complaints of extert 3 beats missed on auscultation. What does 
ional dyspnoea, chest pain, palpitation and the E.C.G. show? 
insomnia. O/E pulse 106/mt. One in every 


^ Кейш Katina, Jagatganj, 
n з Усей - 221 002. 


(We invite answers о Е. c. G. Gui 
as well. as Case of the month) 


Sru "m 


Answer to ECG Quiz - June '89 


First degree A.V. Block. | if present, is only borderline and needs con- 
| firmation. Р 
QRS Axis is 110°. Though this can suggest i 
RVH, there are no other evidences like deep The T changes would be considered abnor- 
S in left ventricular leads, late Rin right ventri- mal in an old person but can be normal per- 
cular leads, etc. Р is normal. Hence КУН, sistence of juvenile hyperpolarisation pattern 
$ in this young patient. 


* * * 
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Medi-Quiz. 


. Which is the most important route of trans- 5. State whether true or false: 
mission of poliovirus? 


. Hydrophobia is pathognomonic of 
A. Blood арды: 


B. Respiratory 


i 


| . Ampicillin is the drug to be preferred 
C. Skin | for control of secondary infections in 
D. Faecal-oral JE : patients with infectious mononucleosis. 
| . Chemoprophylaxis guarantees against 
malaria. 
. Ramsay-Hunt syndrome is | Б, pe . D. Silent ischaemia is common in older 
| ios | men. 


A. Aneurysm of middle c cerebral artery 
B. Herpes Zoster of facial nerve end Jens | 
C. Temporal arteritis ARD BM SUR єм жу в 
D. Arterio venous malformation £ fun : A ; 3 
| | | 5 Ее a Viral infection 

EY Be A В. Bacterial infection 


* ~ 
"n 


. Which of these countries is s Rabies- ree ы Es Protozoal infection 
d An i 


© Р. TE | is ^ = ee Т р. ‘Nematodal infection 
A. India | MN | 

B. Japan 

C. Denmark _ 

D. Soviet Union 


II 


. Match the items in column I with column п Es A Brill Zinsser 1. Tick typhus 
| SE: . disease 


m e B. Button fever ^ 2. Scrub typhus 
TOP C. Tsutsugamashi 3. Prowizekiin- 
. Clostridium A. Haemolytic urae- dient 2 зок 
difficule mic syndrome 
. E. Coli B. Toxic shock 


syndrome 


ve Dr. N. Harih b ian M.D.,Ph.D., 
3. Staphaureaus C. Gastroenteritis a MI Qs acm cR ) 


4. Aeromonas D. Antibiotic-indu- 
hydroptula ced pseudomem- 
branous colitis (For answers see page 415) 
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News and Notes 


Portable Laser 


The world’s first truly portable 30-watt 
surgical laser Sirius 300 is intended mainly 
for use in obstetrics and gynaecology, and in 
particular for treatment of cervical cancer. 
Weighing only 30 kg., the main laser unit 
detaches from its stand and packs into a 
‘shoulder bag. The base, occupying an area 
of about 40 cm. х 40 cm., itd into a ИИ” 

уу 


* 


floor space. The Sirius 300 has a laser tube 
charged with carbon dioxide gas, which is 
then sealed and all the Sirius 300 requires 
to be fully operational is a 13 amp. power 
socket. 


Judd from: British High Commission, 
New Delhi) 


E 


ln treating patongdio; « os o ‘pole. it is not necessary to use an incision extending 


proximalward on the dorsum of the distal phalanx, the knife-point elevates the skin 
from the dorsum of the proximal end of ‘the nail to re release the drop or two of pus found 
in the я stoge of a в gapado. aiiai Peny of heat, rest, and 


Should a palmi be advanced to’ the : оде of бәй онов under the 
root of the nail, gentle elevation of the “edge of | the : skin ‹ ond excision of part or all of 
the lossened root of | x nail, тене dp epu er thes situotion nr 


Ls [X 
qe 


d е" t КАР Was “a: ; 
x m Rat a | 

Asians make up 1 6% ёғ the United Stotes baiiio Blacks 11 7%, ónd Hispanics 
6.5%. These proportions ore not reflected i in their representotion omong medical 
‘students (Journal of the American Medical Association 1988;260:1063-71), with Asians 
forming 8.9%, Blacks 6.2%, and Hispanics 49%. The most underrepresented group, 
however, is women: despite some improvement ыр recent years "t cns obs up only 
34% of students and TS of ee € ү? Heads 


E 


EC Lll 
> E ^ 

s D y. > 
= 


г ES | | 
= Vol. 297 24 bs 1988) 


UN. on 
6 


ker et ‚ 4 
P o 
" 9 Ма, r А 


»* 


HIS vu es a 


Ve AE ААЛ e ЕА 


Ма to Medi-Quiz 


c 


Not 


putlssu 


D XA 1H 4-C : 
-True, B-False, C-False, D-False 


dra EAS 


Li 
„ө 
>>, 
— 


-], C2. 


+ 
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Bress sions - 
gratitude - 


Sarvodaya Lae 


wishes to thank doctors 
throughout Bombay City, Suburbs & 


South India for sharing with us, 
the world-wide concern for 
MALNUTRITION which found its 
expression in prescriptions for 


PROVISAR 


Granules & Syrup 


(Protein Supplement with Iron, 
Glycerophosphates & Zinc) 


Manufactured in India By: 


- SARVODAYA LABORATORY | 
: 54/57, Siddhapura Ind. Estate, .S VN - Road, : | 
Goregaon (West), Bombay: 400 062.7.: 
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Errata: Cross word puzzle published in April 89 Issue. 


There have been mistakes both in the puzzles as well as in the answers in the above 
Crossword puzzle. For the information of our readers, we give below the correct puzzles as 
also the answers thereto. 


The narrations to the puzzles will remain unchanged. 













































A ^u^ 
Uu |A|Mjo|r[r[r]a]o|M|s |u|N 
V|R|s А сом [ооу 
E [1 [P [D |M| HIRED 
AJN|I[S. s |s|1]O|Z. 
M|p |p |c|pjo|M|A]A|A|E]|M[o] 
оні |A|N м: [мј [p 
RJo|R мост е вітја јо! 
ок оту M 
[E |N|D |E |R|M|T|R|E |P A|T|T. 
N|A|T|ARIT|A к Miles [5 о 
R{s У A мо ум оу м 
ols је | [ов /р|мојн(с|с[Е 
1) OSTEOCLASTOMA 2) EPIBLAST 
3) BLASTOMA 4) ADENOMA 
5) MYXOMA 6) MYOMA 
Th. CYST 8) SARCOMA 
9) LIPOMA 10) NEUROMA 
11) RADIUM 12 ECCHONDROSES 
13 KELOIDS 14) COBALT 
15) SCAN 16) SCAR 
17) WART 18) ODONTOME 
19) OZAENA 20) LOBE 
21) WILM 22) ROUND 
23) HAEMANGIOMA 24) APERT 
25) MEIG 26) HORN 
27) RIND 28) UVEA 
29) SPIDER 30) TAO 
° 31) TARTAR | 32) ВОМВ 
33) SCAB 
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. 416 


CADPRESS — The Best Tabletting Machine 
Incorporating International 
standards. 


Cadpress is a high speed double rotary tabietting machine, designed 
and engineered for continuous .production at its maximum output 
ranging from 37,000 tabs/min to 61,000 tabs/min. The machine 
incorporates major improvements in the areas of output, operator safety, 
cleanliness, lubrication, ease of maintenance, drive arrongement, 
operational convenience, etc. Available in four models - 

37, 45, 55 & 61 stations. 





—The backbone of the Drug Industry 


CADMACH MACHINERY CO. PVT. LTD. 


HEAD OFFICE : Plot No 3604 & 3605 GIDC Estate, Phase IV, Votwa, Ahmedabad 382 445 
Phone : 831491/92/93 Telex 0121-6427 CDMC IN 


BOMBAY OFFICE · 101-8, Poonam Chambers, 15! Floor, Shivsagar Estate, Dr Annie Besant Road “Wort. 
Bombay 400018 Phone 4948811 /4936612/ 4938042 
Telex 011 73831 CLPLIN Coble CADMACH 


OFFICES : New Delhi/Colcutta/Madra /Bangalore; Secunderabad 
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FUROXONE 


Tablets and Suspension 


The Ideal 
Antidiarrhoeal 
pios Economic?! LL 


~ 
cay з 
ге 
23 






‚4 * 


le^. 





ТТА ' "Ithas been suggested that the ‘Ideal’ antidiarrhoeat drug should be relatively 
Specific, effective and safe with no development of resistant bacteria occurring. 
Et 9%. „All of these requirements are met by Furazolidone `. 


"o a! 


30 lt Philips K F and Hailey F J. Journal ot International Medical Research. 1986; 14 19-29. 
А À Ҷ 


SUMMARY OF PRESCRIBING INFORMATION 


- FORMULA: Each Furoxone Tablet contains. Furazolidone 100mg., Each 5ml of 'Furoxone Suspension 
contains: Furazolidone 35.7mg. Pectin 75mg and Kaolin 1.09т INDICATIONS: Bacterial enteritis, bacillary 
dysentery and bacterial food poisoning. SIDE EFFECTS: Nausea, emesis, headache may occur. Dark coloured 
metabolites of Furoxone' are sometimes excreted in the urine CAUTION: Furazolidoné has the potential tc 


inhibit monoamine oxidase. Caution should be observed when prescribing for the pregnant patient, particularly 
during the first trimester. CONTRAINDICATIONS: Furoxone should not be given to infants under one month of 
age. Primaquine sensitive’ patients may develop a mild, reversible type of haemolytic anaemia. DOSAGE: 
Furoxone' Tablets - 1 tablet q.i d for adults. Furoxone Suspension: under 1 year - 1/4 to 1/2 tsp q.i.d. 1-4 years 
- 3/4 to 1 tsp q.i.d. and 5 years and above - 1 to 1 1/2 tsps. д.а. 





Further information is available on request: P. B. No. 2, Bangalore-560 049. 


-SKOF g 
ESISAYEF < 
PHARMACEUTICALS 2 
© Eskayef Limited be 
Licensed user of Regd. Trade Mark" та 
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DTIC-DHOME Rs. 345/- PER VIAL OF 200 MG (U.S.A. MAKE) 
TOBRAMYCIN 80 MG BULGARIAN Rs. 56/- PER VIAL 

CISPLATINUM 10 MG IN 10 C.C. BULGARIAN Rs. 59/- PER VIAL 
COLIMYCIN INJ. - COLISTIN SULPHOMETHATE SODIUM INJ. MFG. BY 
KAYAKU-JAPAN BOX OF 10 VIALS x 1 M.U. PRICE Rs. 138/50 PER BOX 
VINCRISTIN SULPHATE 1 MG INJ. CHINESE MAKE PRICE Rs. 32/- P. VIAL 


Available with: 


| 4374701 M/s. CHANDRA BHAGAT CHEMICALS., 
Phones: 4371412 For Order P.O. Box No. 16615, Matunga (E), 
4375309 BOMBAY -400 019. 


Gram: "TETANUS" 


Imuran : (Azathioprine): Mfcd. by Burroughts Wellcome Box of 
. 50 Tabs x 50 mg Price Rs. 225/- per 50 Tabs. 

HMG Masson : International Accepted formula 751U (FSH) + 751U (LH) 
(same formula of Serono Pergonal) Price Rs. 170/- per box. 
of 1 Vial + Solvent. М Pe 

HCG : Human Chorionic Gonadotrophin) mfcd by Spic- China. 

| available in Box of 3 Amps + Solvent 1000 IU. Rs. 90/00, _ 

200 IU rS. 98/- 5000 IU. Rs. 265/- per box. di 

Mestinon : (Pyridostigmine) Mfcd. by Roche, Switzerland Price Rs. ay | 
per bottle of 20 tabs x 60 mg. | 

Cycloserine : Strip of 10 caps х 250 mg. Mfcd. by Sumitomo/Japan - 
Price Rs. 159/- per 10 caps 

Adalate : '(Nifedipine) Originally Bayer W. Germany. Price Rs. 2606. 
per box of 90 caps x 10 mg 

Artamin Caps : Penicillamine Mfg. by Biochemic-Austria Box of 
50 caps X 250 mg price Rs. 190/- & 50 caps x 150 mg 
price Rs. 205/- per Box 

Antabuse Tabs: Mfg. by DUMEX-BANGKOK box of 100 Tabs x 500 mg 
Price Rs. 506/- per vial. 


Available with 





4374701 M/s. BHAGAT TRADERS., 
Phones: 4371412 ForOrder P.O. Box No. 16605, Matunga (E), 


4375309 . . . BOMBAY -400 019. 
| | Gram: “DIPHTHERIA” 
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(Metoclopramide HCL) Tablets, Syrup, Injection. 


Targeted treatment 
aimed at 








» HEARTBURN 
» REFLUX 
» NAUSEA 
» VOMITING 
A Research Product of 
Delagrange 
International, France 


"eJ e. 


€ 2 CFL Pharmaceuticals Ltd.. + 
MER ӨШ 208 Regent Chambers, Nariman Poini* BOMBAY-400 021 








For further details please write to 








Lipids and atherosclerosis 


Hariharasubramanian N. 


Narrowing of lumen of arteries, due to any 
cause leads to insufficient tissue perfusion and 
its consequences ranging from claudication to 
infarction. Among the causes is the intimal 
thickening by atheroma, deposits of cholest- 
erol. The dynamics of lipid metabolism play 
a key role in atherogenesis. This article reviews 
the básic concepts of lipid metabolism and 
transport and discusses how these are influ- 
enced by diet and drugs. 


The lipids of the body are triglycerides, 


cholesterol and phospholipids. The phospho- . 


lipids are lecithin, sphingomyelin and cepha- 
lins - these are involved in cell membrane 
functions and intracellular transport. Trigly- 
cerides consist of three fatty acids esterified 
with glycerol. These are stored mainly in the 
adipose tissue as reservoir of energy, releasing 
free fatty acids (FFA). The FFA's circulate 
bound to albumin and are taken up by liver, 
muscle and heart. The fatty acids are either 
saturated (1.e. their binding sites are all occu- 
pied) or unsaturated. The saturated fatty acids 
are palmitic acid and stearic acid, the primary 
constituents of animal and plant fats.. The 
unsaturated fatty acids are oleic, linoleic and 
linolenic acids. Of these, the latter two are 
essential fatty acids, since they cannot be 
synthesised in the body and have to be provi- 
ded only by diet. Oleic acid, (the constituent 
of olive oil) is the most prevalent dietary fatty 
acid but it can also be synthesised by both 
animal and plant tissues. Linoleic acid can be 
synthesised by plants only. It occurs mostly 
in plant oils like sunflower oil and soyabean 
oil. It is an important constituent of cell 
membranes and a precursor for prostagland- 
ins. It is termed an omega-3 (w 3) fatty acid. 
Linolenic acid is also an omega-3 fatty acid 





Dr. Hariharasubramanian N., M.D., Ph.D., 
30/3, Dr. Janakinarayanan Road, 
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and a precursor for prostaglandins. It is also 
found in soya-bean oil. Fish oils contain deri- 
vatives of the omega-3 fatty acids. These deri- 
vatives inhibit platelet aggregation and lower 
plasma triglycerides and are thus of value in 
preventing coronary thrombosis. 


Cholesterol is the third lipid of conse- 
quence. It is synthesised from acetate in liver, 
intestinal mucosa and in other tissues. It is 
essential for membrane integrity and is a pre- 
cursor for steroids and bile acids. Excess of 
cholesterol accumulating in cells is esterified 
with an unsaturated fatty acid. Hepatic chole- 
sterol is excreted in bile and partly utilised 
in synthesis of bile acids. Intestinal choleste- 
rol is partly reabsorbed and partly excreted 
in the faeces. Cholestrol from all extrahepatic 
tissues is returned to liver for excretion. This 
is called reverse cholesterol transport. By this 
process, excess cholesterol in tissues is cleared. 


Triglycerides, cholesterol and phospho- 


lipids circulate in the plasma, complexed with 


specialised proteins called apo-proteins. The 
complex of lipid with apoprotein is termed 
a lipoprotein. The complexing is done first 
in the intestinal mucosa, later in the liver and 
further in the plasma. Each lipoprotein moiety 
consists of a central core of triglycerides and 
esterified cholestrol and a surface envelope of 
free cholesterol and phospholipids, in varying 
proportions. Lipoproteins stabilise the cell 
membranes bathed by plasma and lymph. 
According to their size and electrophoretic 
density, the lipoproteins are differentiated 
as chylomicrons (CM) Very Low Density 
Lipoproteins (VLDL), Low Density Lipo- 
proteins (LDL) and High Density Lipopro- 
teins (HDL). 


Chylomicrons are formed in the intestinal 
villi. They are the largest and contain 95% 
by weight triglyceride and 1% cholesterol 
ester. The apo-protein of chylomicrons is 
apo B-48 (besides others in smaller amounts, 
the apo-C, apo-E and apo-A). On the surface 
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of capillary endothelial cells is the enzyme 
lipoprotein lipase (LPL). It hydrolyses chylo- 
microns (and other lipoproteins as well) and 
releases fatty acid and glycerol. An insoluble 
apoprotein fraction called chylomicron- 
remnant (CMr) remains and this contains 
mostly cholesterol esters. These CMr’s are 
cleared by the liver cells. 


VLDL’s are formed in the liver. These are 
rich in triglycerides, when newly formed (nas- 
cent). In circulation, they accept cholesterol 
from other lipoproteins (eg. HDL) and thus 
acquire more cholesterol esters. The major 
apoprotein of VLDL is apo B 100. In the capi- 
llaries, LPL hydrolyses VLDL. A fraction 
with insoluble apo B remains, called VLDL 
remnant. These contain mostly cholesterol 
esters. These are also cleared by the liver. 
Some of the VLDL remnant is converted to 
LDL by the liver, by further hydrolysis of the 
triglycerides in VLDL remnants. 


LDL’s are formed in the liver. They contam 
mostly cholesterol and very little triglyceride. 
The apoprotein of LDL is apo B-100. LDL 
is removed by liver cells and to some extent 
by other cells having receptors for the LDL 
apoprotein. Inside the cells, the apoprotein 
is degraded and free cholesterol remains. 
Macrophages have receptors for some modi- 
fied forms of LDL, which prevail in the arterial 
wall. Uptake of this modified LDL transforms 
macrophages into foam cells, involved in 
atherogenesis. The longer VLDL remnants 
and LDL remain in the plasma, the more 
enriched they become in cholesterol esters. 


HDL are small lipoproteins formed in the 
liver. They have a small amount of core lipids 
but a great amount of envelope constituents. 
The apoproteins of HDL are A's, C's and E's. 
The major ones аге A-I and А-П. Other lipo- 
proteins ot HDL are given off to chylomicrons 
and VLD in circulation. First formed in the 
liver with A-I and А-П are nascent HDL’s. 
Addition: phospholipid is added in circu- 
lation by transfer from chylomicrons and 
VLDL. The principal significance of HDL is 
that they transport free cholesterol from extra- 
hepatic celis and from other lipoproteins to the 


S2 


‘liver, “Within the HDL; the. cholesterol is 


esterified; the HDL molecule now becomes 
spherical, called HDL}. As HDL; acquires 
more new cholesterol, it becomes the larger 
HDL,. By carrying out this reverse transport 
of cholesterol (tissues to liver) HDL plays 
the important scavenger role in cleaning 
the arterial walls of excess free cholesterol. 
The scavenger function of HDL a maximal 
at high plasma levels and is retarded by low 
levels. HDL, appears to be more effective 
than HDL}. HDL reflects a healthy trans- 
port system of plasma lipids. The HDL’s are 
cleared by liver, either whole or by partial 
degradation of HDL, to HDL}, cholesterol 
transfer from HDL to VLDL and then clear- 
ance of VLDL and its remnants and so on. 


In the light of knowledge of lipoproteins 
it is now clear that the plasma concentrations 
of both triglycerides and cholesterol merely 
reflect the lipoproteins that carry them. Lipo- 
proteins are the agents that carry the lipids 
into and out of the arterial wall. Of the three 
lipids, since cholesterol is the major compo- 
nent of atherosclerotic plaques, it has been 
directly implicated in atherogenesis. And, 
the risk for atherosclerotic vascualr diseases, 
particularly, the coronary heart disease (CHD) 
is positively correlated with plasma levels of 
cholesterol as evident from a number of 
studies. Elevated cholesterol level has thus 
been recognised as an independent major risk 
factor for CHD. 


Of the different lipoproteins, those that 
have a free excess to the subintimal space of 
vessel walls and which have a rich content 
of cholesterol have the atherogenic potential. 
In this regard, LDL are the most atherogenic 
followed by VLDL remnants while chylo- 
microns are the least atherogenic. When LDL 
levels are high, premature CHD has been 
reported. Because of the insoluble apo B-100, 
LDU's with their rich cholesterol are entrap- 
ped in the subintimal space. Intact LDL 
particles have been demonstrated in athero- 
sclerotic plaques. Excess filatration of LDL 
into the arterial wall as the Major factor for 
atherosclerosis has been suggested by several 
evidences. 
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Against the atherogenic LDL and VLDL 
remnants, the HDL exerts a protective influ- 
ence, by virtue of its removal of cholesterol 
from the vessel wall directly as well as from the 
LDL and VLDL fractions. Risk factors for 
atherosclerosis elevate LDL and/or lower 
HDL to varying degrees. Saturated fatty acids 
impair the clearance of LDL by the liver. 
Obesity with high caloric intake increases 
synthesis of VLDL and lowers plasma HDL. 
Nicotine lowers plasma HDL while caloric 
restriction and physical exercise elevate 
plasma HDL. Unsaturated fatty acids reduce 
plasma LDL. Dietary cholesterol, by itself 
impairs clearance of LDL. 


Hyperlipidemia is an increase in either 
plasma cholesterol or plasma triglycerides. 
Hypercholesterolemia is an elevated LDL 
cholesterol in the presence of a normal tri- 
glyceride. Epidemiologic studies indicate 
that levels above 250 mg per 100 ml signifi- 
cantly raise the risk for CHD. The common 
cause of primary hypercholesterolemia is 
dietary, due to excessive caloric intake and 
excess intake of saturated fatty acids, as 
derived from meat, dairy products, eggs, the 
hard fats of coconut oil, palm oil etc., and 
baked goods. For every 1% of total calorics 
consumed as saturated fatty acids, (relative 
to a beseline of carbohydrate in the diet), 
the plasma cholesterol rises by about 2.7 mg%. 
Hypercholesterolemia is mild when the levels 
are 200-250 mg%, moderate when levels are 
250-300 mg% and severe when levels are over 
300 mg%; the risk for CHD increases two- 
fold with moderate hypercholesterolemia 
and four fold with the severe, even in the 
absence of other risk factors. 


* * * 


Dietary management of hypercholes- 
terolemia involves (i) fat intake should be less 
than 30% of calories, (ii) 2/3rds of the fat 
should be unsaturated fatty acids, - achieved 
by avoidance of coconut oil, palm oil, mar- 
garine, bakery goods with hard fats, vanas- 
pathi, restriction of eggs, preference for lean 
meat, fish, vegetable oils, carbohydrates, 
vegetables and fruits. 


In addition to diet, hypocholesterolemic 
drugs are often required for the moderate and 
severe hyper cholesterolemias. Bile acid 
sequestrants like cholestyramine are the first 
line. They inhibit absorption of bile acids. 
Large dose requirements, intolerance because 
of constipation, heartburn, bloating etc., 
are limiting factors. Nicotinic acid comes as 
the next alternative. It inhibits the production 
of VLDL and thereby lowers both VLDL and 
LDL. Large doses are required and admini- 
stration with meals, starting at a low dose 
and combining with a low dose aspirin miti- 
gate its side effects like flushing, itching and 
g.i. distress. The third group of drugs are the 
fibric acids clofibrate and gemfibrozil. They 
promote the catabolism of VLDL and VLDL 
remnants. Abdominal discomfort, cholesterol 
gallstones and myalgias are side effects: the 
risk for gallstones is increased by supersatu- 
ration of bile, consequent on enhanced output 
of biliary cholesterol and inhibition of bile 
acid synthesis. Renal impairment accentuates 
the side effects. 


The foregoing review is a brief outline of 
lipids and lipoproteins in relation to athero- 
sclerosis of blood vessels, and a description 
of influence of diet and drugs on lipid meta- 
bolism. 


* * * 


Follow up for six years of 1893 men and women with coronary heart disease found 
that the mortality among those who continued to smoke was 1.7 times that in those 
who gave up and remained non-smokers (New England Journal of Medicine, 1988;319: 
1365-9). At a later page (1379-84) another study looked at 4276 men and found 
that those who were not physically fit on treadmill exercise testing were 3.4 times 
more likely to die from coronary heart disease over a period of 8.5 years as those 
rated as,in good shape. Both groups included 38% current smokers. Bring out the bicycle. 


* * * 


(BMJ Vol. 287 Dec. '88) 
* * * 
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Hypertension 


Jacob Jose V. and Krishnaswami S. 


Introduction 


Hypertension is a common clinical condition that we face in our 
daily practice. Hypertension by itself can cause higher morbidity and 
mortality; for example, nearly 50% of acute myocardial infarcts and 
66% of strokes occur in hypertensives. A number of clinical trials, 
that have been conducted in several thousand individuals, has convin- 
cingly shown that the drug therapy can alter the prognosis in those 
with hypertension. A whole lot of newer antihypertensive drugs have 
come into market, which are safe, and effective. In this article, we brief- 
ly review the antihypertensive treatment in the current perspective. 


Definition of Hypertension 


The 1984 report of the Joint National 
Committee on detection, evaluation and treat- 
ment of high blood pressure, suggested the 
following definitions.’ 


Diastolic Category 
Bh Normal 
85- 89 High Normal 
90 - 104 Mild Hypertension 
105-114 Moderate 
> 115 Severe 
Systolic (when diastolic < 90) 
« 140 Normal 
140 - 159 Borderline isolated 
systolic hypertension 
> 160 Isolated systolic 
hypertension 


This definition of hypertension has been 
based on (1) frequency of occurrence, (2) risk 
of morbidity and mortality related to hyper- 
tension and (3) threshold at which the benefits 
of therapy outweigh the costs and side effects 
of treatment. This definition will not be the 
final verdict, because as newer results of 
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studies unfolds the refinement of this defi- 
nition will become necessary. 


Systolic versus diastolic hypertension 


Recent studies have shown that systolic 
B.P. (SBP) levels correlate with morbidity due 
to hypertension than diastolic B.P. (DBP). 
It has been hypothesized that, the complica- 
tions of hypertension is related to systolic 
pressures rather than diastolic levels. In con- 
firmation of this hypothesis, it has been found 
that any complication.associated with combi- 
ned hypertension (systolic and diastolic) were 
also associated with isolated systolic hyper- 
tension. However, it is to be pointed out that 
whether it is systolic or diastolic hypertension, 
both carry the same risk and systolic more so 
for the elderly. | 


Documentation of Hypertension 


B.P. is more difficult to measure accurately 
than is generally believed. The following 
guidelines are' useful in recording B.P. 

1. Apply cuff tightly. 

:2. Stethoscope should be placed under the 
"cuff closer to the area of loudest 
Korotkoff sounds. 

3. Inflate cuff rapidly with arm at heart 

level. 

4. Deflate cuff at a rate of 3-5 mm.Hg./sec. 

5. Record the disappearance,of Korotkoff 

sounds except in children. 

6. Use a cuff that covers 2/3rds the length 

of the aria. 
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Korotkoff sounds are dependent on (1) rate. 


of rise of pulse, (2) pulse pressure and 
(3) velocity of flow into the limb. These sounds 
are soft, if the rate of rise of pulse is slow as 
in aortic stenosis, or (2) poor flow into the 
limbs as in congestive heart failure, or (3) nar- 
row pulse pressure in shock etc. If the sounds 
are soft, the following 3 methods can be used: 


(1) Increase the flow by opening and closing 
the fist 10 times, either first or during 
cuff inflation. 


(2) Inflate the cuff quickly, in this way less 
venous blood is trapped in the forearm 
and so, increased flow into the artery is 
possible. 


(3) Elevate the arm before inflating the 
cuff. This empties the blood out of the 
forearm and thus the gradient between 
the arterial proximal and distal end is 
increased. 


Mercury monometers are preferable to 
aneroid apparatus, because the error can be 
as much as 10 mm.Hg. in the latter. The most 
important requirement for accurate assess- 
ment of BP is the Korotkoff sounds be loud. 
Correct systolic BP depends on proper infla- 
tion and deflation of the cuff. True DBP is 
closer to the disappearance of sounds than to 
muffling phase. BP sould be recorded closest 
to the 5 mm.Hg. 


Screening tests in Hypertension 


About 95% of hypertension are essential. 
The rest of the 5% constitute what is called as 
secondary hypertensibn. Because of the low 
frequency of the latter, some selectivity is 
needed, in ordering the tests for the detection 
of the same. Those patients who have ‘inapp- 
ropriate’ clinical features will require a detail- 
ed work up; others will require only a base- 
line workup. The features that are suggestive 
of inappropriateness include - 


(1) onset before the age of 20 or after 50 
years, 

(2) level of BP > 180/110 mm.hg. 

(3) end organ damage - fundus grade II, 
creatinine > 1.5 mg., left ventricular 
hypertrophy 


(4) other features like abdominal bruit, 
sweating, tremor, hypokalemia 
(5) inadequate response to therapy 


Baseline tests in all hypertensives 


(1) Blood: urea, creatinine, glucose, chole- 
sterol and serum potassium. 

(2) ECG 

(3) Echo (if possible) 

(4) Urine: albumin, micro-analysis 

(5) Chest X-ray 


Special studies for Secondary Hypertension 


(1) IVP or DSA for renovascular 


(2) 24 hr. urine for VMA, metanephrines 
for pheochromocytoma 


(3) dexamethasone suppression test for 
Cushing's 


End organ damage 


Vascular changes due to hypertension 
contribute to pathological abnormalities in 
heart, kidneys, brain and eyes. 


(1) Cardiac involvement: 


The cardiac response is to develop ventri- 
cular hypertrophy. This can be detected by 
ECG or Echo. Echo is superior to ECG in the 
detection of left ventricular hypertrophy. It 
has been found that, the cardiovascular morbid 
events are related to the extent of Echo LVH. 
In a study by Casale et al*, it was found that 
patients who have Echo LVH, the incidence 
of death, myocardial infarction, stroke, coro- 
nary bypass were 4.6 per 100 patient years, 
whereas in those with normal Echo the inci- 
dence was 1.4/100 patient years. 


(2) Renal involvement 


Perera? followed 500 patients untreated 
until death. Proteinuria developed in 4296; ' 
uremia was the cause of death in 10%. In the 
absence of accelerated malignant phase, deve- 
lopment of renal failure is uncommon. The 
overall incidence of renal failure ranges from 
5 to 23%. The earliest renal function abnor- 
mality is a decrease in TmPAH, but this test 
is not clinically useful. The other test is uri- 
nary N-acetyl, B-glucosaminidase (NAG). 
It is a marker of proximal tubular dysfunction. 
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Later there is a reduction in urinary concent- 
rating ability and proteinuria. In a recent 
study, it was found that if there is proteinuria 
of 1 gm/24 hr. or more, and renal biopsy 
showed benign nephrosclerosis, these are the 
patients who have progressive renal failure. 
If this observation is correct, then we should 
try to identify patients early. 


(3) Cerebral involvement 


HTN is a major risk factor for stroke and 
transient ischaemic attacks. These strokes 
are due to the involvement of small penetra- 
ting branches of middle cerebral and basilar 
arteries. In the Framingham study,brain in- 
farcts occurred 5 to 30 times more in the hyper- 
tensive group. 


(4) Fundus: 


The vascular changes in the fundus can be 
graded as suggested by Keith, Wagner and 
Barker. The changes in the fundus such as 
narrowed arteriolar lumen (Grade 1) and 
fundal narrowing (Grade 2) were closely re- 
lated to mortality due to strokes. 


Whom to treat? How to decide? 


Though all hypertensives are at increased 
risk for cardiac, cerebral, renal disorders, 
problems are more for those with higher levels 
of BP or there is evidence of end organ damage 
or there are other risk factors for atherosclero- 
sis; for example, a young individual with a 
DBP of 100, with no end organ damage or no 
other risk factors should have a lower risk 
than a person of the same age with one more 
risk factor such as diabetes. And so, in a per- 
son who has mild HTN with no other problem, 
it is reasonable to monitor the BP, while en- 
couraging good healthy habits and introduce 
the drugs if needed. 


The risk of HTN at diastolic levels above 
105 mm.Hg. has been amply demonstrated, 
and the efficacy of treatment in this group was 
- confirmed in the Veteran's trial^. And so, the 
following discussion is for those with mild 
HTN. To guide us in deciding, whom to treat 
in mild HTN, let us have a quick look at some 
of the published trials (Table 1). 


Table 1 


Summary of trials for mild hypertension. 
Difference between placebo and treatment % 


No.of Cerebro- Coronary 





patients vascular artery 

disease disease 

Australian 3,27 -56% -56% 
MRC 17,354 -33% + 9% 
EWPHBP 840 -32% -38% 


1. HDFP data: In this study, 11,000 patients 
with DBP between 90 to 104 were enrol- 
led, and half of them were intensively 
treated by the stepped care. At the end 
of 5 years, this group had a 20% reduction 
in overall mortality; thus 13% were from 
non-cardiac diseases. 


2. Australian trial: In this study, of the 1617 


patients who were on the placebo group, 
excess mortality was observed only if the 
diastolic BP was above 100. This formed 
only 2296 of this group. Moreover, many 
of the patients with intitial DBP more than 
100 were later found to have DBP less 
than 100. 


3. MRC trial:? In this study, it was shown 


that there was a 33% difference between 
placebo and drug in relation to cerebro- 
vascular disease, whereas there was no 
overall protection against coronary artery 
disease. 


The current evidence supports the idea 
that the risks of mild hypertension are not so 
great and the benefits are not very large. But 
such a reduction of elevated BP will protect 
against stroke, congestive heart failure and 
renal damage. There is no simple formula to 
decide whom to treat, and each patient should 
be individualised. 


WHO and International Society of hyper- 
tension recommend that after 3 to 6 months of 
observation, 95 mm.Hg. DBP „Ье used to 
initiate treatment. Patients with DBP above 
90 may also be treated, if they have diabetes: 
or other risk factors for coronary artery dis- 
ease such as smoking, hyperlipidemia etc. 
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While starting therapy, the basic point is 
to start one drug at a time, with the smallest 
dose possible. Patient should be reviewed 
periodically and should anticipate side effects. 
The daily dose should be given once a day or 
twice a day schedule if possible. The more the 
number of times the patient has to take medi- 
cation it is likely that the patient will miss out 
a dose. 


1986 WHO/ISH guidelines for the manage- 
ment of mild HTN suggests the following 
(90-105 mm.Hg.): 

1. If DBP measured at 3 times, on 2 different 


Occasions is more that 90, repeat 2 further 
measurements over a period of 4 weeks. 


<- — 
2. Ifbelow100 if above 100 commence 
treatment 
l 


Observe for 3 months 


ae — 
3. If below 95 if above 95 commence 
treatment 
Observe next 


3 months 
7. Non-pharmacological treatment: 


This — non-pharmacological treatment 
should be advised in all patients with hyper- 
tension. It includes: 


. Weight reduction in obese patients 

. Isotonic exercises 

. Restriction in fat intake 

. Salt restriction 

. Alcohol limitation 

. Supplementation of potassium, magne- 
sium, calcium 

7. Relaxation therapy 
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Interest into non-pharmacological treat- 
ment of hypertension has been steadily grow- 
ing. However, most general practitioners are 
generally reluctant to implement them. This 
is due to the fact that practising doctors are 
not convinced about the efficacy of these mea- 
sures or patients find it difficult to follow them. 
These measuresshould be introduced gradually, 
so that, it does not alter the patient's life style 
too much. Although each of these 7 modalities 
has some plus or negative points, we believe, 
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that they should be introduced in most hyper- 
tensives, in varying degrees. 


1. Weight reduction It not only causes a decre- 

ase in B.P., but also decreases the cholesterol 
levels. But, as is well known, the special diets 
that are sometimes recommeded are expensive, 
causes much discomfort to the patient. But all 
patients with hypertension should try to bring 
their weight to ideal levels by cutting down 
their excessive calories. By slightly altering 
their diet, many patients can bring down their 
weight. 


2. Exercise: Isometric exercises, such as 
weight lifting, increases the BP. On the other 
hand, isotonic exercises, such as jogging, cali- 
sthenics have been shown to decrease the B.P. 
The fall in B.P. is due to decrease in peripheral 
vascular resistance, secondary to a decrease 
in plasma catecholamines induced by the 
exercise. 


. 3. Fat intake: A decrease in saturated fat 


alone or when combined with an increase in 
polyunsaturated fat induces a decrease in B.P. 
and hence, ай hypertensives should reduce 
their saturated fat intake. Moreover, the 
thiazides and betablockers may worsen their 
lipid abnormalities. . 


NON-PHARMACOLOGICAL TREAT- 
MENT SHOULD BE INITIATED IN 
ALL HYPERTENSIVES. THESE MEA- 


SURES SHOULD BE INTRODUCED 
GRADUALLY, SO THAT IT DOESN'T 
ALTER THE PATIENT'S LIFE STYLE 
TOO MUCH. 





4. Salt intake:- Salt restriction is one of the 
best non-drug therapies found to decrease 
the B.P. in hypertensives. In analysis of 13 
randomized trials, Grubbee and Hofman? 
found that, fall in pressure is related to the 
level of initial pressure and the age of patients, 
especially in those above the age of 40 years. 
To counter this, some believe that, salt re- 
striction may be harmful. But to-date this 
contention has not yet been confirmed in 
human studies. 


5. Alcohol:- Alcohol if taken more than 3 
drinks a day, is associated with hypertension 
(one drink is equal to 1 oz of distilled spirit, 
or 12 oz of beer). This effect of alcohol is 
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Jue to the mobilization of calcium into the 
cells. However, small amount of alcohol has 
been shown to protect against the develop- 
ment of coronary artery disease. Hence, 


hypertensives should be asked to cut down: 


their consumption of alcohol to less than 3 
drinks a day. 


6. Supplemeníation of potassium, magnesium 
and alcohol:- Supplementing these 3 minerals 
to hypertensive patients at the moment ap- 
pears unnecessary, unless they have a defi- 
ciency of the same. Claims for a small effect 
from potassium appear on and off, whereas 
magnesium and calcium supplements have 
not been found to have any effect. 


7. Relaxation therapy:- The overall effect 
of relaxation therapy to reduce B.P. is mini- 
mal and seen only in a minority of patients. 
In one of the well known study by Patel’, deep 
muscle relaxation, meditation and stress 
management were advocated. The B.P.’s 
were lower upto 4 years, and less cardio- 
vascular events occurred in this group. 
The current idea is that, so few respond 
to these procedures that they are not 
worth the trouble. But, those who would 
like to follow, they can continue to do so. 


Diuretics: 


Diuretics have been in use in the treat- 
ment of hypertension over the past 30 
years and are still the most commonly 
used first line drugs. There are several 
good reasons still, to use these drugs 
despite the fact that these drugs can cause 
some metabolic abnormalities. 


The dose response curve is relatively 
flat and so, a small dose of thiazide diu- 
retic is as effective as a higher dose e.g. 
25 mg. of hydrochlorthiazide is as effect- 
ive as 50 or 75 or 100 mg. The 1984 JNC 
recommended that initial dosage should 
be 25 mg./day for hydrochlorthiazide 
or chlorthalidone. Though some patients 
may respond only to higher doses, it is 
likely that the metabolic abnormalities 
may be worse, with these doses. 


Efficacy: 


In the hypertension detection and follow 
up program study (HDFP)* in which diu- 
retics were used as initial therapy, the over- 
all death rates were reduced by 17%, when 
compared to the other group, who were less 
vigorously treated. In the EWPHE study!?, 
in the elderly patients, death due to cardiac 
disease was reduced by 38%. Recent data 
from the MRC study’ also confirms the safety 
and efficacy of this class of agents. 


Side effects: 


About 10% of patients experience side 
effects that are disturbing. These include 
fatigue, loss of libido, and exacerbation of 
gout. The adherance of diuretic therapy is 
very good because life style of most patients 
is not altered. 


DIURETICS SHOULD FORM THE 
INITIAL THERAPY CONSIDERING 


THEIR PROVEN EFFICACY, MINI- 
MAL SIDE EFFECTS AND LOW COST. 





Glucose metabolism: 


Slight increase in glucose levels are com- 
mon, especially in insulin dependent dia- 
betics, but there is no evidence at present 
that these changes are of any significance. 


Lipids: 


At present, there is little evidence that 
the slight increase that is seen with the initia- 
tion of diuretic therapy persists over the years. 
The increase in cholesterol levels do not per- 
sist more than an year. This has been amply 
confirmed in a number of studies such as 
HDFP, MRFIT and EWPHE*!!.!0, 


Uric Acid: 


With diuretics, the uric acid levels in- 
creases between 1.2 to 1.5 mg. This slight 
increase in the uric acid level should not be 
a problem, unless patient has renal calculi 
or recurrent renal infection. 


Hyperkalemia: 


In the long term use, the serum K decreases 
by about 0.5mEq/L. It has been debated in 
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the last few years, whether this hypokalemia 
can cause ventricular arrhythmias. Data from 
several studies have shown a relationship 
between thiazide induced hypokalemia and 
comiplex ventricular arrhythmias. Such arr- 
hythmias are common in individuals with 
severe hypokalemia (<3mEq/L). Hence, 
the following groups of patient who are to 
receive diuretic therapy, should be monitored 
to see that the serum K does not go below 
3.5 mEq/L - these patients who are at higher 
risk are - (1) IHD, (2) pre-treatment ectopy, 
(3) diabetics, (4) elderly, (5) whe are on digi- 
talis. Probably in this ‘high risk’ group of 
patients a combined thiazide and potassium 
sparing agent may be useful. In EWPHE 
studies?, this method was followed and the 
fall of potassium was less than 0.2 mm/lit. 


Summary: 


Even though hyperglycemia, increase in 
cholesterol and uric acid levels occur with 
this group of drugs, at present there are no 
data to suggest that they adversely affect the 
outcome in these patients. Considéring the 
proven efficacy, less side effects and low cost, 
these drugs should continue to be the first 
line of therapy in the majority of patients. 


Betablociirs: 


Acutely, there is a fall in heart rate and 
cardiac output, with an increase in the peri- 
pheral resistance. With continued treatment, 
this increased peripheral resistance disap- 
pears. The BP is reduced at rest as well during 
exercise. The reduced work-load on the heart 
is a great advantage to patients with IHD. 
Furthermore, they prevent reinfarction in 
survivors of myocardial infarction. 


BETABLOCKERS ARE USEFUL IN 
YOUNG HYPERTENSIVES WITH IN- 
CREASED SYMPATHETIC ACTIVITY. 
A CARDIOSELECTIVE ONE, WITH A 


LONGER DURATION OF ACTION (eg. 
ATENOLOL) IS PREFERRED, BE- 
CAUSE OF ONCE A DAY DOSAGE 
AND MORE FAVOURABLE SIDE EF- 
FECT PROFILE. 


THE ANTISEPTIC 





A number of betablockers are now avail- 
able. Atenolol and Metoprolol are cardio- 
selective. The advantage of selectivity is that, 
it has less effect on the bronchi and the lipid 
changes are also less. Drugs with lipid solu- 
bility such as propranolol cross the blood 
brain barrier easily, and may cause CNS side 
effects. Drugs which are water soluble such 
as atenolol are removed by kidney, and with 
renal failure, the dosage has to be reduced. 


Betablockers as a single drug are effect- 
ive in lowering B.P. in 50% of patients, and 
with a diuretic in about 80%. Elderly indi- 
viduals and blacks respond less favourably 
to betablockers. 


Side effects ot betablockers (Zacharias' 
et al)'? 


Propranolol Atenolol 
- Incidence 24% 16.9% 
- Fatigue 3.9% 3.9% 
- Bronchospasm 5.1% 3.3% 
- Vivid dreams/ 
hallucinations 2.5% 0.9% 


Betablockers will be useful in hypertension 
in the following situations: (1) with IHD, (2) 
with anxiety, (3) when diuretics are contra- 
indicated (such as diabetes). If betablockers 
are chosen, a more cardioselective, lipid in- 
soluble will be preferable (e.g. Atenolol); 
because of once a day dosage with Atenolol 
this drug will have the maximum patient com- 
pliance. 


Labetalol (Normodate-Glaxo): This drug 
has both the alpha and betablocking effects 
in a ratio of approximately 1:3; side effects 
are fewer and the dose is 100 mg. twice daily. 


Centrally acting adrenergic inhibitors 


The four drugs that are available in this 
group are, clonidine, alpha methyldopa, 
reserpine and guanabenz. 


1. Clonidine: This drug stimulates the alpha 
receptors in the CNS, which in turn decreases 
the sympathetic outflow. The peripheral action 
on alpha receptors may in fact, can cause a 
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slight increase in BP but soon the central 
action becomes the dominant one. This effect 
is seen in most hypertensives as a slight in- 
crease in BP, immediately after the drug in- 
take. Renal blood flow is well preserved and 
so can be useful in renal failure, but as the 
drug excretion is dependent on renal clear- 
ance, the dosage has to be decreased. Drowsi- 
ness and dry mouth are the principal side 
effects. About 776 of patients will discon- 
tinue this drug due to side effects. 


2. Methyldopa: 


It acts both at central and peripheral 
levels. The peak effect occurs about 6 hours 
after the oral dose, and this effect may per- 
sist for about 48 hours. Since it can cause 
fluid retention, and additional diuretic is use- 
ful. The common side effects are drowsiness 
(25%). The others include difficulty to con- 
centrate, and memory related problems. This 
drug can also cause Coombs positive hemo- 
lytic anemia (1%), drug fever (1%), hepa- 
titis (276). 


3. Reserpine: 


The drug acts in the CNS and peripheral 
adrenergic neurons. This drug is cheap, and 
needs only a once a day dosage. In combi- 
nation with a diuretic, the mean decrease in 
DBP was 16.7 mmHg", an effect that is com- 
parable to propranolol or methyldopa. In 
addition, this drug has a flat dose response 
curve, so that a small dose is as effective as 
а higher dose. 


4. Guanabenz: 


Its action is similar to clonidine in the 
CNS; but in addition it increases the water 
and sodium excretion. The dosages of central- 
ly acting adrenergic inhibitors are given in 
Table 2. 


All centrally acting adrenergic inhibitors 
are effective and can be started at any stage 
in the treatment of hypertension. They can 
-be combined with diuretics, vasodilators. ог 
betablockers. But combination of clonidine 
with prazosin is not useful. Sudden stoppage 
of treatment of this class of drugs can increase 
the BP to higher levels and this is called as 
‘discontinuation syndrome’. A comparison 
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Table 2 
Dosage of Centrally Acting 
Adrenergic Inhibitors 

Starting Maximum 

dose mg. dose mg 
Clonidine 0.1 1.2 
Methyldopa 250 1500 
Reserpine 0.1 0.25 
Guanabenz 4 32 


of this class of drug with betablockers is given 
in Table 3. 


Table 3 


Comparing Centrally Acting Drugs 
with Betablockers 


Centrally — Betablockers 
acting 
Young Effective Effective 
Old Effective Less effective 
White Effective Effective 
Black Effective Less effective 
With Caution 
Diabetes Safe required 

Cholesterol Decrease Increase 
Exercise Notaltered Fatigue 


Calcium Channel Blockers 


This group include nifedipine, diltiazem 
and verapamil. These drugs lower the BP by 
peripheral vasodilation. Verapamil and dil- 
tiazem depresses the conduction in the sinus 
node and AV node. The main side effects 
are edema, flushing, and palpitations. This 
is very common with nifedipine. Nifedipine 
is the most potent vasodilator of the three. 
The side effects of these 3 drugs are compared 
in Table 4. 


Verapamil is now available in slow release 
preparations (e.g. Verapamil SR 240) so that 
once a day dose is enough. Nifedipine is also 
being tried in long acting forms, e.g. Nife- 
dipine SR. Calcium channel blockers are рге- 
ferred in elderly and in those with ischaemic 
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Table 4 
Side Effects of Calcium Channel Blockers 





Heart LV Нурег- Gastro- 
Rate function tension intest- 
Headache inal 
Nifedipine I - Marked = - 
Verapamil D D Mild Moderate 
Diltiazem р D Mild - 
D = Decrease I = Increase 


heart disease. The side effects are minimal, 
and there are no electrolyte or metabolic 
adverse effects. 


ACE inhibitors 


ACE inhibitors reduce the BP by lowering 
the peripheral resistance by decreasing the 
angiotensin II mediated vasoconstriction. 


Renin ------ Angiotensin I Ske Angiotensin II 


substrate 


Converting enzyme 
(inhibition by Captopril) 


In addition, aldosterone production is also 
decreased secondary to inhibition of angio- 
tensin II. The greatest effect of this group 
of drugs is seen in patients with renin-angio- 
tensin mediated vasoconstriction. If the renin 
activity is increased secondary to low sodium 
intake or diuretic administration, then these 
drugs have the maximum effect. On the other 
side, high sodium intake or no diuretics re- 
duces the hypotensive effect. Thus, these 
drugs are highly effective in combination with 
a diuretic. 


ACE inhibitors with diuretics: 


When ACE inhibitors are combined with 
diurectics, more than 80% of patients with 
hypertension can be controlled whereas, 
individually their efficacy is only about 60%. 14 
It is to be pointed out that, this combinations’ 
efficacy surpasses any other 2 drug combi- 
nation. ACE inhibitors blunt the diuretic 
induced hypokalemia. This effect, in turn, 
significantly reduces the hyperglycemic ef- 


fects of diuretics. Thus ACE inhibitors blunt 
the metabolic effects of diuretics. 


Side effects: 


1) Rash - 10%, 2) taste.disturbances - 776, 
3) proteinuria - 1%, 4) agranulocytosis - 0.01%, 
5) hypotension in volume depleted patients. 
The ideal method to avoid this, is to stop 
diuretics for 2 or 3 days before starting ACE 
inhibitor or else, a small dose may be tried 
initially («12.5 mg. Captopril). 6) Worsening 


of renal function in bilateral renal artery 


stenosis, 7) metabolic effects. The slight in- 
crease in serum creatinine is not of any signi- 
ficance. It has got no action on the glucose 
or lipid metabolism. The increased uric acid 
excretion seen with ACE inhibitors, will be 
of benefit in patients with gout. 


ACE INHIBITORS ARE HIGHLY EF- 
FECTIVE AND SAFE; THE LACK OF 
METABOLIC EFFECTS TOGETHER 


WITH THE BLUNTING OF THE SIDE 
EFFECTS DUE TO DIURETICS, PLA- 
CES THESE GROUP OF DRUGS IN AN 
ADVANTAGEOUS POSITION. 





Summary: 


ACE inhibitors are effective in reducing 
the blood pressure as initial treatment in 
hypertensive patients, and in combination 
with diuretics, in virtually all hypertensives. 
The minimal side effects with this group to- 
gether with the blunting effect of diuretic 
induced metabolic changes, place these ACE 
inhibitors in an advantagenous position com- 
pared to other drugs in the initial treatment 
of hypertension. 


Stepped-care hypertension therapy 


The stepped-care approach to the manage- 
ment has been used by some physicians since 
the 1960s. This stepped care approach is to 
be used. as a guide line for drug therapy and 
not as a ‘rigid algorithm’. The Joint National 
Committee (JNC) on detection, evaluation 
and treatment of high blood pressure recom- 
mended diuretics in "77 and '80 and diuretics 
or in some cases betablockers in 1984 as the 
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initial therapy. This stepped care is the most 
. widely used approach to the treatment of 
hypertension. This method has been success- 
ful in 80 to 8576 of patients in whom it has been 
used. 


A modified stepped care is presented 
below: 


Step 1: Non-pharmacological treatment. 


- Diet - Salt restriction; weight reduc- 
tion to ideal body weight. 

- No smoking 

- Relaxation, stress reduction etc. 


Step2: Diuretic(75%) or  Betablocker 
(2096) 
 Hydrochlorothiazide 
25 mg/day 2-4 weeks 
(or) 
Chlorthalidone or Calcium channel 
12.5- 25 mg. blocker (or) 
2-4 weeks ACE inhibitor 
(in 5%) 
i l 
Step3: addon Beta- add a diuretic 
blocker (or) Cal- 
cium channel 
blocker (or) 
ACE inhibitor 


Step 4: a) If BP is uncontrolled i.e. with diu- 
retic + Betablocker, add a Vaso- 
dilator i.e. Calcium channel blacker, 
ACE inhibitor or Hydralazine 

b)or add  Guanethidine/minoxidil 
etc. if 4 (a) fails. 


In this, all patients with hypertension are 
advised to have a non-pharmacological treat- 
ment. To this is added a diuretic as step 2, if 
there is no contraindication for the same, 
e.g. diabetes; hyperlipidemia or gout; can be 
used with caution in patients with ischaemic 

‘heart disease or left ventricular hypertrophy. 


At Step 2 level, betablockers may be pre- 
ferable, if the patient is young, with a rapid 
heart rate, wide pulse pressure or patient has 
IHD. About 5 to 10% patients may have a 
contraindication to betablocker such as 
asthma and for them, calcium channel block- 
ers or ACE inhibitor should be started. If 
Step 2 is inadequate in controlling the BP, 
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then we can add a Betablocker if the patient 
is on a diuretic or vice versa. 


For those patients who do not respond to 
a diuretic plus a betablocker, a vasodilator 
should be added. Rarely, do we need to go for 
3 drug combination, there could be a number 
of causes for inadequate response, and they 
should be specifically looked for before 
moving into another step level. 


The following conditions, warrant consi- 


 deration of ACE inhibitor or calcium channel 


blocker as the initial therapy at Step 2, rather 
than a diuretic or betablocker. 


1) Gout 

2) Diabetes 

3) Asthma 

4) Peripheral vascular disease 

5) Electrolyte imbalance from diuretic use. 


Of late, there has been a trend to put off 
the traditional stepped care to ‘individuali- 
zation’ therapy.'? In this method, if BP is not 
controlled by one drug, to try the same drug 
at a slightly higher dose, or use a different 
drug altogether, so that as far as possible only 
one drug is used in a patient. But as it stands 
today, this ‘individualization’ approach has 
not been shown to be superior to the tradit- 
ional stepped care; until such data becomes 
available, it seems correct to follow the esta- 
blished method of treatment.” Stepped care 
has been successful in 80 to 85% of patients 
in whom it has been used, and so there is no 
need to abandon the same. '’ 


A number of causes could be listed for the 
poor therapeutic response to drug therapy 
(Table 5). The most common cause is volume 
overload due to either excessive salt intake 
or inadequate diuretic intake. The other 
important thing to remember is that, hyper- 
tension due to secondary causes such as reno- 
vascular hypertension etc. fail to respond to 
conventional doses of drug. 


STEPPED CARE HAS BEEN SUCCESS- 
FUL IN 80 TO 85% OF PATIENTS AND 


IT SERVES AS A GUIDELINE TO 
ADJUST THE DRUGS AND NOT AS A 
‘RIGID ALGORITHM’. 
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Table 5 
Inadequate response to drug therapy ` 


1. Drugs - dose inadequate 
- Antagonism with other durgs 
such as steroids, non-steroidal 
; antiinflammatory durgs 
2. Diuretic inadequate 
3. Salt intake not restricted 
4. Secondary causes of hypertensioni 
5. Progressive renal damage 


Hypertension treatment in special situations 
1. Hypertension with Renal Failure: 


When the serum creatinine is more than 
2.5 ig%, thiazides are ineffective. For those 
patients who require potent diuretics such as 
frusemide, calcium channel blockers and ACE 
inhibitors are useful. 


2. Hypertension with CHF: 


Drugs like betablockers, calcium channel 
blockers such as verapamil are not useful, as 
they may worsen the CHF. These patients 
can be treated with a potent diuretic such as 
frusemide in addition to digitialis. These pati- 
ents can be treated with nifedipine or capto- 
pril; ACE inhibitors by dilating the arteries 
and veins, reduce the workload on the heart 
and improves its performance; and the fact 
that, patients with CHF treated with ACE 
inhibitors have been found to have increased 
survival, adds another point to put these pati- 
ents on ACE inhibitors. 


3. Hypertension with IHD: 


Betablockers, or calcium channel blockers 
or a combination of them are useful. 


4. Hypertension with Diabetes: 


Diuretics may worsen the hyperglycemia. 
Betablockers may mask the hypoglycemic 
symptoms; calcium channel blockers or ACE 
inhibitors are preferred, particularly the latter, 
if diabetic nephropathy is present. 


5. Hypertension with anxiety: 


Betablockers are superior in this setting. 


6. Hypertension with Depression: 


The lipid soluble ones, such as propranolol 
may worsen the depressive symptoms and so 
non-lipid so:uble drugs such as Atenolol may 
be useful. Calcium channel blockers may be 
preferred. 


Hypertension in the elderly 


It is usually a systolic hypertension than 
diastolic hypertension. This isolated systolic 
hypertension carries as much risk as the DBP 
as has been shown in a number of studies. If 
you suddenly decrease the BP in these pati- 
ents, the cerebral blood flow gets reduced and 
so, the reduction should be gradual. Elderly 
individuals atleast upto the age of 80. do bene- 
fit from antihypertensive treatment. In the 
European Working Party on high blood pre- 
ssure in the elderly (EWPHE), patients were 
all above the age of 60 years. In the treated 
group there was a reduction in cardiovascular 
and cerebrovascular mortality. In the Chicago 
Stroke study, the risk of death from cardiac 
and renal disorder was twice and 2.5 times 
from stroke. 


The other concern in this group is that 
conventional cuff BP overestimates the BP 
in the elderly. But, if we can demonstrate 
Oslers’ test i.e. palpable radial and brachial 
pulse distal to the cuff, that has been inflated 
to obliterate the pulse, then we can suspect 
pseudohypertension. The second point is 
that whenever the systolic BP is very high 
with no evidence of end organ damage such 
as proteinuria, LVH etc. then you must sus- 
pect that cuff method is overestimating the 
actual BP. 


In the treatment of these group of patients, 
the initial treatment can be with a diuretic. 
The preferred Step 2, would be, clonidine or 
alphamethyldopa.  Betablockers are пої 
effective and calcium channel blockers have 
been shown to be superior to betablockers 
and ACE inhibitors in this group of patients. 
Treatment should be started with smaller 
doses and increments at longer intervals and 
BP should be examined at sitting and lying. 
postures to detect postural fall of BP." 
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HYPERTENSION IN THE ELDERLY 
CARRIES THE SAME RISK AS IN 
YOUNGER PATIENTS. SUDDEN RE- 
DUCTION OF BP MAY BE HAZAR- 
DOUS AND SO THEY NEED SMAL- 


ТЕК DOSE OF DRUGS AND THE IN- 
CREMENTS SHOULD BE ATLONGER 
INTERVALS. ALL PATIENTS WITH 
ISOLATED SYSTOLIC HYPERTEN- 
SION ABOVE 180, AND SOME BET- 
WEEN 160-180 NEED TREATMENT. 





The aim of our treatment is to treat all with 
systolic BP above 180; systolic BP between 
160-180 only if they have diabetes, and organ 
damage, left ventricular hypertrophy, stroke 
or aortic aneurysm. 


Treatment of hypertensive crisis: 


If the diastolic BP. exceeds 140 mm Hg, 
hypertensive encephalopathy can develop 
with progressive damage to the arterial vascu- 
lature. The following drugs are useful in hyper- 
tensive emergencies (Table 6). 





Table 6 
Dose Comments 
1. Sodium S0mgin500ml Requires con- 
nitroprus- оЁ5% dextrose tinued moni- 
side toring 
2. Nifedipine Sublingual Rapid action, 
10mg and the de- 
crease pro- 
portional to 
the initial BP. 
3. Reserpine 0.5to5mgI.M. Delayed onset 
of action, 1 to 
3 hours 


Sodium nitroprusside is very effective, but 
needs constant monitoring. Nifedipine is the 
other useful drug that can be used in this set- 
ting. The reduction in BP is gradual, and the 
decrease is proportional to the initial BP. 
The other drugs that have been useful include, 
hydralazine, methyldopa and labetalol. The 
overall incidence of hypertensive emergencies 
are on the decline because of early recognition 
of hypertensive patients and treatment. 
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Management of peripheral vascular diseases 


Thiruvengadam K.V., Jemima Bhaskar 


The term peripheral vascular disease 
relates to a varieiy of diseases affecting the 
arteries, veins and lymphatics. It is not synony- 
mous with chronic occlusive arterial disease. 
The management depends on the natural 
history of the disorder, the potential for further 
complications and the likelihood that available 
therapy will be successful. 


The discussion hereunder is in reference 
to peripheral arterial disease only. 


Management of chronic occlusive arterial 
disease 


1. Arteriosclerosis obliterans: 


The goals of medical treatment are to 
increase the blood supply of the limb by stimu- 
lating the development of a collateral circu- 
lation, to relieve ischemic pain, to treat ische- 
mic ulcers and to control associated diseases 
such as hypertension, diabetes mellitus, hyper- 
lipidemia and obesity. 


To prevent the progression of the disease, 
the cornerstones of therapy are abstinence 
from smoking, exercise in the form of walking, 
careful foot care and diet. 


Smoking: There is an etiologic relationship 
between cigarette smoking and arteriosclerosis 
obliterans (though the relationship of smoking 
with TAO is incontrovertible and well known). 
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Therefore, the patient should stop smoking 
completely and permanently. 


Exercise: The most effective treatment for 
intermittent claudication is walking. The pati- 
ent should exercise from 30 to 60 minutes 
daily and should walk to the point of distress, 
stop, allow the discomfort to disappear and 
again walk to the point of distress, repeating 
this exercise for the prescribed period. Maxi- 
mum walking distance can be increased several 
fold by this method. 


Foot care: As a preventive measure, instruct- 
ions in foot care and hygiene should be given. 
Thermal, chemical and mechanical trauma 
should be avoided. Clean soaps should be used 
and comfortable shoes should be worn. There 
should be proper care of nails, avoidance of 
extremes of hot and cold temperature, and 
early treatment of dermatophytosis. 


Diet: Patient is advised lipid lowering diets. 


Drugs: Over the years, a variety of drugs have 
been tried, particularly vasodilating drugs. 
Experience has shown that none of them sele- 
ctively dilate main arteries or collateral vessels 
supplying an ischemic extremity. When vaso- 
dilators are given in doses sufficient to cause 
vasodilatation, the effect is generalised, and 
causes hypotension, syncope and shock. 
Hence these drugs have no place in treatment. 


Other drugs such as intraarterial reserpine, 
prostacyclin, zinc sulphate, antiplatelet drugs 
and fibrinolytic agents have been advocated 
with little substantial evidence of their bene- 
fit. Beta blockers should be avoided. A new 
drug, иот Еа 400 mgm given twice 
daily-has shown beneficial effects. This drug 
works by moulding the RBC's and fecilitating 
blood flow through capillaries. 


The patient should sleep with his head 
elevated 4 to 6" to place the limb in a depen- 
dent position. 
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Treatment of pain: The management of ische- 
mic rest pain, ischemic ulcers and gangrene are 
very difficult problems. Mild ischemic pain 
is controlled by the judicious use of salicylates 
or acetaminophen. Severe pain requires the 
use of narcotic analgesics. T. Butyrophenone 
given sublingually relieves pain. A tranquilli- 
zer may help to alleviate anxiety. 


Treatment of ischemic ulcers and gangrene: 


Ulcers should be cleaned with a bland, 
non-irritating, non sensitizing solution such 
as 0.9% sodium chloride. After soaking, dry 
dressing should be done with a non-sensitizing 
antibiotic ointment such as erythromycin or 
gentamycin. Betadine, though widely used is 
not recommended. Because the ischemia 
does not encourage spread of infection syste- 
mic antibiotics are not necessary. 


To remove adherent necrotic crust or 
eschar enzymatic debridement with streptoki- 
nase or fibrinolysin may be used with caution. 
Mechanical debridement is dangerous. 


Surgical therapy: 


Arterial Reconstruction: Before any revas- 
cularisation procedure is considered, the 
patient should first be treated medically. If 
symptoms do not improve after 2 to 3 months 
. and patient is economically incapacitated, 
surgical therapy is considered. 


In view of the generalised atherosclerosis 
the patient is a poor surgical risk and hence 
careful selection of patients is necesary. Art- 
eriosclerosis obliterans causes chronic occlu- 
sive disease in four general areas, namely. 
1) aortoiliac, 2) femoropopliteal, 3) both 
aortoiliac and femoropopliteal (combined 
disease) and 4) popliteal tibial. The more 
distal the site of occlusion, the more severe is 
the resulting ischemia because of limited colla- 
teral flow. Prior to surgery a complete arterio- 
graphy from the abdominal aorta to the distal 
tibial arteries is indispensable for proper evalu- 
ation. The usual surgical technique employed 
is a bypass graft and endarterectomy. A rever- 
sed autogenous saphenous vein is often utilised. 


Transluminal angioplasty is of particular value 
in patients who are poor surgical risks for 
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reconstructive surgery, or for those with severe 
inoperable disease facing amputation 


Sympathectomy: Lumbar sympathectomy is 
indicated when signs and symptoms of ische- 
mia progress despite adequate medical treat- 
ment and revascularisation procedures are not 
feasible. It does not increase blood flow to the 
muscles and hence does not relieve inter- 
mittent claudication. Perfusion to skin may 
increase and rest pain may be relieved and 
ulcerations may heal in 5096 of patients. 


Amputation: When blood supply is reduced 
to a degree insufficient to support tissue via- 
bility, resulting in irreversible gangrene, non 
healing ulcers or intractable pain or where 
reconstructive surgery is not possible, ampu- 
tation is indicated. The lowest possible level 
of amputation should be done. 


2. Thromboangitis obliterans 


Disease): 


(Buerger's 


Buerger's disease, though relatively rare 
is the next common cause of chronic occlusive 
arterial disease. 


Management is simple and specific. "Stop 
smoking, start walking" is a well known adage. 
The patient should stop smoking completely 
and permanently. Upon cessation of smoking, 
the disease will become quiescent and no 
longer progress. The damage already done will 
not be reversed but as the collateral circulation 
develops, ischemic ulcers will heal and rest 
pain will disappear. Patients with ischemic 
ulcers should be treated as in arteriosclerosis 
obliterans. Adequate analgesics should be 
given as the ischemic lesions are very painful. 

Oral vasodilators are of no use. Overactivity 
of the sympathetic nervous system is a promi- 
nent factor. Hence a sympathetic blockade 
or lumbar sympathectomy will relieve pain 
and are useful adjuncts to medical treatment. 

Amputation should be deferred till severe 
irreversible gangrene steps in. Patient should 
have stopped smoking and a line of demar- 
cation should be well seen. In many cases, a 
gangrenous digit sloughs spontaneously. 


3. Peripheral Aneurysms:- Femoral and pop- 
liteal aneurysms may trombose leading to 
ischemia of the limb. Elective repair is usually 
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successful. If the distal vessel was previously 
patent, this will continue. Repair is done by 
excision and replacement with a dacron tube. 


4. Vasculitis: Inflammatory and proliferative 
changes of the small arteries and arterioles 
occur in many diverse diseases. In some of 
these diseases such as periarteritis nodosa, 
giant cell arteritis, systemmic lupus erythe- 
matosis, scleroderma and rheumatoid arth- 
ritis, arteritis may predominate. 


Management: In general, steroids are given 
as prednisolone in the dose of 1-2 mgm/kg 
body weight per day initially. After clinical 
symptoms abate, a maintenance dose of about 
1 mgm/kg is given for 4-6 weeks. Then the 
daily dose is reduced about 10% each week 
until treatment can be discontinued. 


Additional therapeutic measures are redu- 
cing the amount of sodium in the diet and 
supplementation with potassium chloride, if 
hypokalemia is present. 


If patient does not respond to steroids, 
an immunosuppressive drug such as azathio- 
prine or cyclophosphamide is used. The initial 
dose of azathioprine is 2-3 mgm/kg per day. 
An adequate therapeutic trial should be for 
6 weeks. Hematologic indices should be tested 
every one to two weeks. 


5. Vasospastic disorders: Acrocyanosis, livedo 
reticularis and Raynaud's phenomenon occur 
in a variety of disorders such as occlusive 
arterial disease, systemmic diseases, trauma, 
Occupational acro-osteolysis, neurogenic 
lesions, intoxications, drug ingestion and 
blood disorders. Raynaud’s phenomenon can 
also occur as a primary disorder where the 
cause is not known. 


Management: Patients should be reassured that 
the condition is benign and will not lead to 
major amputation. They should wear warm 
clothing and gloves and avoid mechanical and 
chemical trauma. They should also avoid 
unnecessary exposure to cold. Repeated ex- 
posure to water and detergents leads to drying 
and fissuring of the skin and an emollient such 
as lanolin should be applied daily. 


Vasodilators are used if symptoms are 
unusually severe. Reserpine, cyclandelate and 
phenoxybenamine have been tried. 


Sympathectomy is usually Бепеѓ,. „а, when 
conservative measures have failed in the pri- 
mary disease. In secondary Raynaud's pheno- 
menon it has yielded poor results. 


6. Erythromelalgia is a very rare disorder 
where there is excessive vasodilatation of the 
vessels in the feet as opposed to vasospasm in 
Raynaud's phenomenon. Management is not 
always successful. Patients learn to avoid warm 
temperatures. Salicylates help to control 
symptoms. Ephedrine sulphate and methy- 
sergide meleate have also been used. 


7. Acute Arterial occlusion can also occur 
due to embolism or thrombosis. As soon as 
sudden arterial occlusion is diagnosed, heparin 
sodium is given intravenously without delay. 
It is advisable to maintan anticoagulation 
until shortly before surgery when surgery is 
planned. 


Embolectomy, | thromboendarterectomy 
or bypass grafting is the treatment of choice 
if the site of occlusion is at or proximal to 
the popliteal artery and if irreversible ischemic 
changes have not already taken place and if 
the patient is not a poor surgical risk. 


If surgical treatment is not feasible, a 
coumarin anticoagulant can be administered 
and heparin can be discontinued if the pro- 
thrombin time is within the therapeutic range. 


Vasodilator drugs and activated fibrino- 
lysin have been tried. There is also a promising 
role for hyperbaric oxygen and low-molecular 
weight dextran in the treatment of acute arte- 
rial occlusion. 
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Summary of Prescribing Information 


INDICATIONS : Mild to moderate hypertension. Oedema in cardiac failure. cirrhosis of the liver, the nephrotic 
syndrome. Drug-induced and premenstrual oedema. DOSAGE : Adults · In hypertension · 1 tablet a day after 
morning meal. then adjust according to response. Reduce dosage of established antihypertensive drug if Dytide 
i$ added. then adjust. In oedema · Start with one or two tabiets b.d. after meals. Maximum 4 tablets a day 
INDICATIONS : Hyperkalaemia. progressive renal dystunchon. routine use of potassium supplements or other 
potassium conserving drugs. including ACE inhibitors. CAUTION · Hepatic or renal insufficiency. predisposition 
of gout. diabetes mellitus ADVERSE REACTIONS : Nausea, vomiting. diarrhoea. muscie cramps. weakness 
dizziness. headache. dry mouth rash Photo- sensitivity. minor serum electrolyte changes. marked fluctuations 
in serum potassium levels. metabolic acidosis occasionally occur 





Cerebro-vascular insufficiency - its prevention 


and management 


Kasirajan N. 


Introduction 


Among all the neurologic disorders with a vascular etiology, the 
stroke syndrome is the commonest. It is defined as stroke syndrome 
caused by cerebro vascular insufficiency leading to neurological deficits 
like hemiplegia, dysphasia or visual disturbances. Commonly it is due 


- to atherosclerosis. 


Clinical Presentation: 


Clinical stroke may present itself as follows: 


1. Asymptomatic - where there is vascular 
occlusion, absent pulse and carotid bruit 
may be present. 


2. Т.1.А. - Transient ischemic attack with 
recovery in 24 hours. 
(or) R.I.N.D. - Reversed ischemic neuro- 
logical deficit (or) P.N.S. - Partial non 
progressing stroke. 


3. Ischemic stroke: Due to infarction in the 
brain tissue following occlusion of the 
arterioles by embolism or by thrombosis 
and some times by spasm. This may present 
as stroke in evolution, completed stroke 
or as residual stroke. 


4. Haemorrhagic stroke: May be due to pri- 
mary hypertensive rupture of arteries or 
aneurysmal rupture or leaking. 


5. Lacunar syndrome: It is due to diffuse 
atherosclerosis and multiple infarct, 
presenting as dementia, motor and sensory 
deficits, clumsy hand syndrome, dysarthria. 
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Specially contributed to “The Antiseptic” 
Editor's (N.H.) Note: 


This, traditiorfally considered the neurologist's domain - 


has the vascular element both in etiology and in manage- 
ment. Hence its special inclusion in this supplement on 
vascular diseases. | 


6. Inobvious stroke: This is due to leaking 
aneurysm, in posterior cerebral artery 
territory, cerebellar haemorrhage, infar- 
ction or haemorrhage in the subcortical 
region involving the nondominent parietal 
lobe or Wernicke's aphasia from embolism. 


Signs and symptoms: 


The signs and symptoms according to the 
vascular territory involved are as follows: 


1. Carotid: Mono occular blindness (Amau- 
rosis fugax) with absent pulse and tempo- 
rary loss of consciousness. 


2. Middle Cerebral artery: Most commonly 
involved. Resulting in classical stroke 
syndrome i.e. hemiplegia involving the 
face, arm and leg on the side opposite the 
lesion. There may be hemianopia and hemi- 
anesthesia if the infarct extends to sensory 
fibres and optic radiation. If the infarct 
lies in the dominant hemisphere, dysphasia 
may result. 


3. Vertebro basilar artery: May cause vertigo, 
diplopia, hemiparesis or loss of conscious- 
ness. Commonly called drop attacks and 
some times locked-in syndrome may result. 


4. Anterior cerebral artery: Leg is weaker 
than the arm. And which may be accom- 
panied by disturbance of micturition, 
apraxia or motor dysphasia. Some time 
results in “man in barrel syndrome". 


5. Posterior cerebral artery: Contralateral. 
homonymous hemianopia with macular 
sparing. Occasionally resulting in thalamic 
syndrome, cortical blindness. 
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6. Subclavian steal syndrome: Cause for T.I.A. 
where the subclavian artery is stenosed 
proximal to the origin of vertebral artery. 


Anatomical localisation: 


According to various level of brain involve- 
ment the clinical features differ. 1) Cortical 
2) Subcortical (capsular) produces the classi- 
cal picture of hemiplegia. 3) Brainstem lesions- 
initially produces severe head-ache than with 
the cortical lesions. Ipsilateral cranial nerve 
palsy with contralateral hemipligia is the pre- 
senting feature. 


eg: Weberssyndrome III nerve - Midbrain 
Millard Gubler syndrome VI, VII nerve - Pons 


Foville's syndrome VI - Pons 
Jackson's syndrome XII - Medulla. 
Avellis syndrome X - Medulla. 


Vascular causes: 


So far the most commonly identified vascu- 
lar pathology are thrombosis, embolism and 
haemorrhage. Rarely arteritis, migraine, 
G.P.I., leaking aneurysm are also the causes 
of stroke syndrome. 


Broadly classified the stroke syndrome 
falls into two major types. 1. Ischemic stroke 
2. Haemorrhagic stroke. 


T.I.A. and Lacunar syndrome come under 
the catagory of ischemic stroke. 


Pathophysiology of ischemic stroke: 


The effect of ischemia whether functional 
and reversible or structural and irreversible 
depends on its degree and its duration. Any 
one major blood vessel like carotids, vertebral 
and at times a cerebral artery at its origin can 
be occluded completely provided there is no 

existing vascular pathology in other levels. 


The critical level of blood flow is 23 ml/ 
100gm/minute. Reduction of CBF 8 to 9 ml/ 
100gm/minute caused infarction regardless 
of its duration. Between 8 to 23 ml/100gm/ 
minute the state of hypoperfusion exists. If 
it persists for a longer time it produces alter- 
ation in calcium ion homeostasis and accu- 
mulation of free fatty acid, interfered with 


full recovery under conditions of partial 
ischemia, cerebral tissue may survive for 
periods of 5 to 6 hours or even longer. Accu- 
mulation of lactic acid is also an important 
factor in determining the damage. 


Diagnosis of cerebro vascular disease: 


Cerebro vascular disease must be differ- 
entiated from nonvascular causes of hemi- 
plegia and the different types of vascular 
disease must be identified separately. 


There are 3 criteria for the diagnosis of 
stroke syndrome | 
1. Temporal profile 
2. Evidence of focal neurological deficit 
3. Clinical setting. 


In all forms of stroke the dominating feat- 
ure is the temporal profile of neurological 
events. It is the abruptness with which the 
neurological deficit develops - a matter of 
seconds, minutes, hours or at most a few days. 


Embolic strokes - characteristically begin 
suddenly and the deficit reaches its peak 
almost at once. 


Thrombotic strokes may have the same 
abrupt onset, but in many, the onset is some- 
what slower, over a period of several miunutes, 
hours or days in a series of steps rather than 
smoothly. 


In cerebral haemorrhage related to hyper- 
tension the deficit - from the onset is steadily 
progressive over a period of minutes or hours. 


- The other important aspect of temporal profile 


is the arrest and then regression of he neurolo- 
gical deficit in all except the fatal strokes. 


The neurologic deficit reflects both the 
location and size of the infarct or haemo- 


 rrhage. Hemiplegia stands as the classic sign 


of all cerebro vascular diseases whether in the 
cerebral hemisphere or brain stem. But, there. 
are other manifestations as*well occurring in 
an almost infinite number of combinations. 
These include mental confusioh, numbness, 
sensory deficit of many types, aphasia, visual 
field defects, diplopia, dizziness, dysarthria- 
and so forth. The neuro vascular syndrome 
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which they form enable the physician to locate 
the lesion sometimes so precisely that the 

- affected arterial branch may be specified and 

‘to indicate whether the lesion is an infarct 
or haemorrhage. This must be differentiated 
from subdural haematoma which is traumatic 
in origin. This must be diagnosed by history 
of head injury and there will be varying neuro- 
logical deficit. Treatment is evacuation of the 
clot which is life saving and most of the time 
the deficit is completely reversible. 


Investigations: 


To find out the risk factors and to differ- 
entiate between haemorrhagic and thrombo 
embolic stroke. 


Urine for albumin, sugar, deposit 
Blood sugar, Urea 
Serum cholestrol 
Blood VDRL | 
Bleeding time, clotting time and platelet count 
Lumbar puncture - CSF Analysis 
Isotope perfusion study 
CT Scan - hyperdense area - haemorrhage 
hypodense area - Infarct. 
Carotid Doppler and Angiography 
- Digital subraction angiography. 


Treatment: Depends on the aetiology. 
1. Atherothrombotic infarction and T.I.A 


The main objective of medical treatment 
is prevention of stroke. Ideally, this consists 
of screening all patients for asymptomatic 
stroke and treat them. But, practically it is not 
possible in our set up. So, one must be aware 
of the symptoms of T.I.A. or ischemic lesions 
that are reversible to some extent. 


The following are the principles of treat- 
ment: 
1) Management in acute phase. 


2) Measures to restore circulation and arrest 
the pathological process. 


3) Physiotherapy and Rehabilitation. 


4) Measures, to prevent further strokes and 
progression of vascular disease. 


General measures are to keep the airway 
open, to prevent patient from falling down, 







to maintain nutrition, prevention of bedsore, 
care of the bladder and bowel etc. If the patient 
is brought in within a few minutes of onset, 
immediate surgical removal of the clot or the 
performance of bypass procedure may restore 
the function but if the interval is longer than 
12 hours, opening occluded vessel is of 
little value. These measures have been attem- 
pted abroad but without much success. 


Measures to restore the circulation and 
arrest the pathological process may be insti- 
tuted at the stage of T.I.A. or at the stage of 
stroke in evolution or even after completed 
stroke. Avoid postural hypotension and con- 
sequent ischemia. 


— Correction of anemia will improve the 
oxygen supply. 

— Polycythemia may slow the circulation 
and must be treated. 


— Anticoagulants may halt the advance 
of progressive thrombosis and may pre- 
vent the recurence of thrombotic stroke. 
But it may n be useful in lacunar in- 
farction or in a patient with devastating 
hemiplegia and aphasia. Inj.. Heparin 
1000 units/hr. can be given at the pro- 
dromal or early phase of stroke followed 
by wafarrin therapy. The major disad- 
vantage is hemorrhage. | 


— Thrombolytic agents - not yet proved 
useful, but the new drugs like prosta- 
cyclin, naloxone are’likely to be proved 
valuable. | 


- Antiplatelet drugs - Aspirin 300 mg od. 
Dipyridamole 50 mg. 8th hourly, Sulfin- 
pyrazole 200 mg 8th hourly. Aspirin in- 
hibits platelet aggregation and reduces 
the thremboxane A2, a vaso constricting 
prostaglandin. Dipyridamole acts by in- 
nibiting platelet phosphodiesterase so 
that cyclic AMP is not catabolised. 


Sulfinpyrazole is believed to inhibit the 
platelet release and reactivation interfering 
with piatelet adherence to endothelial cells. 


— Vasodilators like cyclandelate and 
nicotinic acid may be useful. 
j 
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.- Improvement of perfusion - Lomodex 
drip (Low molecular weight dextran 
infusion) which improves the micro 
circulation and prevents platelet aggre- 
gation. 

— Pentoxyfylline is a new drug which has 
effects on haemorheology and prevents 
thrombus formation. 


- To improve the metabolism hydergine 
is used. 

— To prevent further cell injury calcium 
channel blockers eg: Nifedipine. 


— Surgery may be useful in carotid artery 
cases with extra cranial stenosis and 
ulcerated plaques. After carotid endar- 

terectomy, Carotid stenosis and occlu- 
sion recurs in 9% within 3 years of oper- 
ation. 

— Ligation of saccular aneurysm and 
grafting of its walls are useful in cases 
diagnosed earlier. 


— Anti cerebral edema measures are 
useful. 


1) Dexamethasone IM - 4 to 6 mg/4 tp 6 hourly 
with controlled ventilation. 


2) IV mannitol 1'/, gms/Kg. then 50 mg. 
every 2 to 3 hours ` 


3) Oral glycerol 30 ml every 4 to 6 hours 


4) IV glycerol 50 g in 500 ml of 2.5% saline 
solution. 


Physiotherapy and Rehabilitation: 


Physiotherapy must be started with in a 
few days to avoid contracture at the shoulder, 
elbow, hip and ankle. The pain in the hemi- 
plegic limb must be treated with analgesics 
and physiotherapy continued. Presence of 
sensory loss is an inhibiting factor. As the 
motor function improves, mentality is pre- 
served and patients are rehabilitated for an 
independent life. 


Prevention 


Prevention of atherosclerosis and efforts 
must be taken to control the risk factors. The 


* * * 
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following are the risk factors: | 
Hypertension, Diabetes, Hyperlipidemia, 
Smoking, Alcohol, 

Male with family history of stroke, 
Migraine, Polycythemia, Hypotension, 
Syphilitic and tuberculous arteritis. 


2. Embolic infarction: 


The principle of treatment is the same. 
The risk factors are atrial fibrillation of any 
aetiology, myocardial infarction, mitral valve 
prolapse, subacute endocarditis, cardiac 
surgery and valve prosthesis and cyanotic 
congenital heart diseases. Atherosclerotic 
thrombi from any other artery like carotid 
will also cause embolic infarction. Identi- 
fication of patients at greater risk and anti- 
coagulant therapy is the treatment of choice. 


3. Haemorrhage: | 


After haemorrhage, the situation is hope- 
less usually. But if hypertension is treated 
properly, this tragedy can be prevented 100%. 
So treatment of hypertension is very much 
important to prevent haemorrhagic strokes. 
In cases of rupture of berry aneurysm, Epsilon 
Amino Caproic acid 1 gm 8th hourly can be 
given. 


4. Inobvious stroke syndrome: 


The therapeutic implications are the same 
as in any other stroke syndrome. 


Conclusion: 


Stroke syndrome is a catastrophic event. 
It is better if we identify the risk factors earlier 
and correcting them will be more rewarding 
than the mangement of completed stroke. 
International trials emphasize small dose 
gspirin prophylaxis. Smoking must be avoided 
and changing the diets as reduction of saturated _ 


fats may. also help in the prevention of stroke. 


Control of hypertension and diabetes may 
be of additional benefit in the prevention. 


* * * 
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Specialists in infant nutrition 
How to improve on a 
sound and reliable formula? 


Lactogen 1 now supplies a lower quantity of protein 
in-line with present international recommendations 


and also the latest pediatric thinking. 
Lactogen 1 makes adjustments : 


® Reduces Proteins 
€ Balances Electrolytes 





Lactogen 1 has stood the test of time because it : 


* supplies all the nutrients that infants 
need in the first 6 months of life. 


* ensures healthy growth and development 


* meets international recommendations 
on nutritional standards. 


* rarely causes those minor feeding problems 
that are major worries for mothers. 


* reduces the risk of constipation (Lactogen 1 
fed infants will have firmer stools than breast 
fed infants but this is perfectly normal). 


has a slow transit time that produces the 
feeling of satiety that makes for contented 
babies. 

Lactogen 1 is a reliable well tested 
formula suitable for regular or - 
B feeding of healthy 


* 


infants. 


Issued by : 
FOOD SPECIALITIES LIMITED 
M-5A, Connaught Circus, New Delhi-110 001. 
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) has 
pregnant women and new mothers be informed of the benefits and 
superiority of breastfeeding — in particular the fact that it provides the 
best nutrition and protection from illness for babies. 


Mothers should be given guidance on the preparation for, and 
maintenance of lactation with special emphasis on the importance of 
a well-balanced diet both during pregnancy and after delivery. 
Unnecessary introduction of partial bottle feeding or other foods and 
‘drinks should be discouraged since it will have a negative effect on 
breastfeeding. Similarly, mothers should be wamed of the difficulty of 
reversing a decision not to breastfeed. 


advising a mother to use an infant formula she should be 






If a decision to use an infant formula is taken, it is important to give 
instruction on correct preparation methods, emphasizing that unboiled 
water, unboiled bottles or incorrect dilution can all lead to illness. 
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Aluretic. 
This diuretic effect lasts for 5 to 6 hours. 


e Safe, Smooth & Sustained DIURESIS. 
Increases output of urine without causing 
strain or adverse effect on kidneys 


e Improves functions of: Kidneys, Heart, Liver 
& Lungs. 
Regularises urine elimination & excretory 
functions 
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INDICATIONS: For short term reduction of 
(in all conditions and diseases where intraocular pressure particularly pre- 
Safe, Smooth, Sustained Diuresis is operative and post-operative. 
required). Pitting oedema in Obesity 
3 Maintenance therapy: Where long 

OEDEMA: Mild to Moderate term diuretics intermitantly ог 
» Renal: insufficiency, malfunction, continuously required. 

Nephritis. DOSE: 
+ Cardiac: Mild to moderate High 1-2 tablets at a time, Maximum 6 

B.P congestive heart failure. tabs, in 24 hours in divided doses. 
+ Pulmonary congestion Last dose not to be given late in the 
Oedema: Postural, anaemic evening particularty during initiation 
Routine Use: Idiopathic oedema, of treatment (interval between two 
late middle & old age when kidney doses is to be adjusted as per 
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ATIENTION DOCTORS: BACKED BY 25 YEARS OF MANUFACTURING 
EXPERIENCE WE OFFER THE FOLLOWING TABLETS AND OINT- 
MENTS FOR DAILY DISPENSING: 


NEW INTRODUCTION 


NYBUMOL TABLETS 

APEECI TABS (A.P.C. TABS) Conte 
Conts. (STRONG FORMULA) | paracetamol IP 325 mg. 
Aspirin IP 200mg. Ibuprofen IP 200mg. 
Paracetamol IP 150 mg. THIODRIPAM TABS 
Caffeine IP 20 mg. Conta 
BUTACETAMOL TABS Thiophyllin IP 35 mg. 
Conts. Ephedrine Hcl IP 15 mg. 
Phenylbutazone IP 100mg. С.Р. Maleate IP e mg. 
Paracetamol IP 250mg. FORSCAB OINTMENT 
Conts. Sulphur IP 4% w/w 
Diloxamide Furoate IP 250mg. Zinc Oxide IP 4% w/w 
Metronidazole IP 100mg. Sulphanilamide IP | 496 w/w 
ANOXY TABLETS Benzyl Benzoate IP 1590 w/w 
Conte Benzyl Acetate IP 1% w/w 
АТН IP 500mg. Yellow Soft Paraffin Base q.s. 
Oxyphenbutazone ІР 100 mg. sate "» і 
METROQUINOLINE TABS арп d нга: 
С Q Betamethasone Valerate IP 1.2 mg. 

опг. ^ Neomycin Sulphate IP 5.0 тд. 
Metronidazole IP 200 mg. Cream Base q.s. 


lodochlorhydroxyquinoline 250 mg. 
BENEM-O 3 gms. - Each gm. conts. Betamethasone Sodium Phosphate BP 1 mg.; Neomycin Sulphate IP 5 mg.; 

Soft Paraffin Base q.s. 
CLOTRINE CREAM 20 gms. - Each gm. conts. Clotrimazole U.S.P. 196; Cream Base: q.s. 
BETAMETHASONE CREAM 5 g. & 15 g. 
NECILLIN SKIN OINTMENT - Neomycin Sulphate Super White Cream 10 gm. 
NITROZONE OINTMENT 10 g. tubes & 400 g. Alu. Cont (Nitrofurazone Oint. N.F.O. 2%). 
NYFLUCIN CREAM PLAIN 15 gm. - Each g. conts. Fluocinolone Acetonide B.P.C. 0.02596; Cream base: q.s. 
NYFLUCIN C CREAM 15 g. - Fluocinolone Acetonide B.P.C.: 0.025%; Quiniodochlor 3%; Cream base: q.s. 
CLOTRINE TABLETS Conts. Clotrimazone U.S.P. 100 mg. 
IODO-FUR TABLETS (Anti-Diarrhoea) - Conts. lodochlorhydroxyquinoline ІР: 0.2 mg. ; Furazolidone B.P.C.: 0.1 9. 
NYCIN TABLETS (Analgesix-Antipyretic) - Conts. Analgin IP: 0.25 g.; Paracetamol IP: 0.25 g. 
NYFORTE TABS (Vit.B.Complex Forte - S/C) - Conts. Vit. B1 IP (Mono): 1 mg.; Pyridoxin Hel. I.P. 0.5 mg.; 

Riboflavin IP: 1 mg.; Niacinamide IP: 15 mg.; Calcium Pentothenate USP: 2 mg. 
NYMPHAPLEX TABS (Multivitamin Tabs) - Conts. Vit. B1: 1 mg.; Vit. B2: 1 mg.; Niacinamide 15 mg.; Vit. C. 25 mg. 
NYMPHAVITE TABS (Multivitamin Tabs) - Conts. Vit. A: 125010; Vit. B1: 0.5 mg. Vit. С: 12.5 mg.; Vit. D: 10010. 
NYPAMOL TABS. Conts. - Paracetamol IP: 500 mg.; Chlorpheniramin IP: 2 mg. 
SPORTKRIM - Conts. Adrenaline Bitratate IP: 0.3%; Mephensin IP: 2.5%; Methy Salicylate IP: 9.096; C.P. 

Maleate IP: 0.296; Menthol IP 2.096; Methy Nicotinate BP: 1.596. 
COMMON TABLETS: BETAMETHASONE SOD. PHOSPHATE IP 0.5 mg.; CODEINE PHOSPHATE TAB NFI 10 mg.; 
FRUSEMIDE IP 40 mg. (Diuretic); FURAZOLIDONE IP 100mg. (Antimicrobial); PHENIRAMINE IP. 22.5 mg.; 
RESERPINE IP: 0.25 mg.; TRIFLUPROMAZINE NF 10 mg. 

Also manufacturing many other tablets and ointments. 
Contact: 
NYMPH LABORATORIES, 164, S.B. MARG, LOWER PAREL, BOMBAY 400 013. 
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DISTINCTLY DIFFERENT from mineral 


calcium preparations 


OSSOPAN 


the Natural Calcium supplement 


^f Prosucs 














Contains MCHC — the most bio-available source 
of Calcium & Phosphorus. 


Allows maximum reabsorption and retention of 
Calcium & Phosphorus. 






e Possesses osteogenic effects 


OSSOPAN — dragees, suspension, granules. 





Manufactured by 


TTK Pharma Limited 
Old Trunk Road, Madras - 600 043, India. 
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PUBLISHER'S NOTE 
AUGUST 1989 


Dear Doctor, 


Inspite of my relentless efforts to 
despatch the magazine in time, there 
has been a slackening in this direction 
mainly due to machine repairs, power 
failure and other reasons beyond our 
control. 


However, I am happy to inform 
the readers that alternate arrangem - 
ents are being made to accelerate the 
despatch and I am sure in a month or 
two we will be back on our rails to see 
that the issue of the month reaches 
the hands of the readers within the 
first week of the succeeding month. 


I regret very much the inconven- 
ience caused in this regard. 


Yours Cordially, 


RLA E 4 


R.Lakshmipathy, 
Publisher. 





A CONVENIENT WAY TO COMPREHENSIVE 
ANALGESIA ... 


TIDIGESIC sublingual tablets 


"Sublingual Buprenorphine (Tidigesic) combines the convenience of 
sublingual route with the Buprenorphine (Tidigesic) analgesia ... 
Buprenorphine (Tidigesic) sublingual iablets ... the only ideally suited 
opiate analgesic marketed as a sublingual preparation.” 


-P.J.Slattery and R.A.Boas, Drugs, Vol.30 No.6, P542-3, 1985 








NO PAIN TOO MIGHTY... TIDIGESIC 
TAMILNADU DADHA PHARMACEUTICALS LTD. 
TOPLE 260-262 Royapettah High Road Maaras - 600 014 
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RES ie 2 тч 5 : 

Poe ees. A combination of Trimethoprim 
. (TMP) Sulphamethoxazole (SMX)— 
| effective іп the treatment of u.t.i., 
chronic bronchitis, pneumonia, 
І gonorrhoea, enteric fever and other 
gu : Р месом. 
аа ©, COMPOSITION 

isn, ЭЙ TABLETS: Each tablet contains : Trimethoprim I.P. 80 mg 
К ыу Sulphamethoxazole І.Р. 400 mg 
A s 2? AS | 0.5. TABLETS: Each tablet contains : Trimethoprim i.P. 
: fi met i 160 mg Sulphamethoxazole І.Р. 800 mg 
NS PFA W SUSPENSION : Each 5 mi contains : Trimethoprim B.P.40 mg 
LN e | 





_ Sulphamethoxazole B.P. 200 mg 


USUAL DOSAGE 


. TABLETS: 2 tablets every 12 hours 

D.S. TABLETS : 1 tablet every 12 hours 
SUSPENSION : 5-12 years — 2 t.s.f. every 12 hours 
5 months — 5 years — % to 1 t.s.f. every 12 hours 
or as directed by the physician. 


PACKING 


Tablets, D.S. Tablets—Strips of 10 Tablets 
Suspension—Phials 50 ml 
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Detailed prescribing information available on request. 
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EAST INDIA 
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BIOMONITOR 


The Handy Five-in-One Instrument 


monitors 5 vital functions ... the Easy way! 


@ Heart Rate 

B Respiration Rate 

B Temperature 

@ Blood Pressure 

B Heart/Foetal sounds 


Simple, Low cost, Multi-purpose Instrument. 


Latest Imported circuitry for high performance and total reliability 
ideal for operation theatres, post-operative care and general medical practise 


BIOMONITOR combines five of the most useful instruments in general medicine and surgery in one convenient integrated system. It employs 
maintenance-free imported digital circuitry conforming to International Standards, to ensure consistently accurate and reliable readings. 
There are no confusing controls and knobs. No Messy wiring. Only one push-button switch for each function to make it fast and simple to use. 
It works on both mains supply or battery. And it comes in an elegant cabinet with a compact brief-case you can carry anywhere. 


The latest American technology is incorporated in BIOMONITOR, so you can be sure there is none better in its class. Available against 
Rupee payment. You have a choice of 2 models :- A DELUX model with 5 functions for Rs.9,900 (all inclusive); or the 
ECONOMY model with 3 basic functions (Heart Rate, Blood Pressure, Heart/Foetal sounds) for R.5,650 (all inclusive). 


More and more medical practioners are now choosing BIOMONITOR, because it is the best total package, You get so much capability in so 
small a package, at so small a price! 


BIMONITOR is backed by prompt after-sales-service, you will mostly never need—and a comprehensive guarantee for one year. 


А Quality product sold and serviced by: 
e ELECTRONIC ENGINEERING CORPORATION 


Medical Systems Division T-4 Vikram Sarabhai Estate Madras-41 Phone 415853 


created for the busy modern medical professional 





THE ANTISEPTIC AUGUST 1989 A6 


Acute spinal cord injury due to fracture spine 


Natarajan M., Muthukumar N. 


The incidence of fracture spine with spinal 
cord injury has increased due to enormous 
increase of traffic accidents due to increase 
in four and two wheelers. Proper initial first 
aid, transport and early care by skillful trained 
persons are essential to prevent mortality 
and morbidity. Egyptian Medical writings 
written six thousand years ago, say that spinal 
cord injury is an ailment not to be treated. 
This attitude persisted for long time with the 
result the spinal cord injury patients had a 
100% mortality till the early part of this 
century. Now with modetn methods of man- 
agement, mortality has decreased to 20% 
in the past four decades. 


Pathology and pathophysiology of spinal cord 
injury:- 


The neural dysfunction after spinal cord 
injury is due to primary impact damage which 
is instantaneous. This may be reversible or 
irreversible deficit on recovery from injury. 
The reaction of the spina! cord to the injury 
may further damage the spinal cord function. 
Soon after injury, injured spinal segment 
may not show any demonstrable pathology. 
After a few hours to 3 days, central haemorr- 
ageic lesion develops. This is due to selective 
vulnerability of the central region of the spinal 
cord. This central haemorragic lesion is said 
to be due to increased levels of nor-epine- 
phrine in injured cord segment. So drugs to 
prevent the release of norepinephrine were 
used and found to be of no benefit. Steroids, 
myelotomy, hypertonic solutions and local 
coolings to reduce odema at the impact area 


Dr. Natarajan M., M.S., (Gen.), M.S., (Neuro). F.LC.S., 
F.A.M.S., F.A.C.S. 

Retired Professor of Neurosurgery, 

Madurai Medical College, 

Madurai. 

Dr. Muthukumar N., M.Ch., (Neuro), 

Neurosurgeon. 
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were all used and seem to have some effect. 
A complete injury to the spinal cord may 
result in transverse myelitis syndrome and 
cause below the level of the lesion the follow- 
ing effects: 


. Loss of voluntary movements. 

. Loss of all sensation. 

. Lossof normal bladder and bowel function. 

. Loss of sexual function. 

. Loss of normal control of sympathetic 
nervous system. 
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Loss of sympathetic control will result 
in labile blood pressure, nasal congestion, 
mouth breathing, low blood sugar level, loss 
of appetite and liver failure. Hyperpyrexia 
and hypopyrexia may occur depending on 
the surrounding temperature due loss of 
sympathetic control. Complete transverse 
myelopathy may be due to anatomic disrup- 
tion or physiological due to compression, 
ischaemia or both. Rarely complete traumatic 
myelopathy may recover completelv within 
24 to 72 hours. This is called concussion of 
the spinal cord. The following syndromes 
with incomplete injury of the spinal cord may 
Occur. 


1. Anterior spinal cord syndrome:- 


Here, there is dysfunction of the anterior 
two-thirds of the spinal cord involving the 
corticospinal and spinothalamic tract. There 
is loss of voluntary motor activity with absence 
of pain and temperature sensation below the 
level of the lesion. Deep reflexes are absent 
in the acute stage with plantar being extensor. 
The motor deficit in both upper and lower 
limbs are generally equal. This syndrome 
may be due to the stretch of the dentate liga- 
ment attachment or ischaemia due to anterior 
spinal artery involvement. 


2. Central cord syndrome:- 


This is the third common syndrome fol- 
lowing acute spinal trauma. The lesion is due 
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haemorragic contusion in the centre of the 
cord, mechanical disruption, ischaemia or a 
combination of all three. The weakness in 
the upper limbs is more than in lower limbs. 
Sensory loss is minimal. Deep reflexes in the 
lower limbs are increased and the reflexes in 
the upper limb are absent at the level of the 
lesion. Central cord syndrome usually occurs 
in a patient with cervical spondylosis or cer- 
vical spinal stenosis. 


aie Brown Sequard syndrome:- 


Hemi section of the cord is rare but occurs 
frequently due to penetrating injury. 


Mechanism of injury:- 


The cervical spine is considered in two 
parts C1, C2 and C3 to C7. In C1, C2 dis- 
traction injury may occur at the occipitoata- 
lantal joint or atalanto axial joint. In severe 
injuries death occurs immediately. In C3 to 
C7 there are 5 different mechanisms of injury. 
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Fig. 1 
Shows mechanism of fracture. 


. Flexion dislocation. 

. Flexion compression. 

. Compression burst. 

. Extension. ° 

. Gun shot and penetrating injury. 
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1. In flexion dislocation there is minimal 
bone pathology with maximal ligament 
damage with unilateral or bilateral locked 
facet dislocation with severe spinal cord 
injury. 

2. In flexion compression injuries the anterior 
aspect of the vertebral body is damaged 

and reduced in height with associated post- 
erior ligamentous disruption. 
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Fig. 2 


Shows wedge fracture of the vertebral body. 


3. 


The burst compression fracture is due 
to axial loading, the vertebral body is shat- 
tered into pieces with preservation of the 
ligaments. Vertebral fragment may en- 
croach on the spinal canal with injury to 
the spinal cord. 





Fig. 3 
Shows a burst fracture. Bone fragments 
compressing the cord. 


4. In extension injuries there is fracture of 


the spinous processes, facets and lamina 
with avulsion fractures of the anterior por- 
tion of the body. With less severe injuries, 
there may be damage to the cord in old 


patients with cervical spondylosis or steno- 
OUTUANE ot 





Fig. 4A 
Shows fracture dislocation 
A) before displacement. 
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sis without any fracture being seen. In 
gun shot and penetrating injuries the spine 
may be properly aligned and stable and 
damage to the cord may occur. 

Force 
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Fig. 4B 
Shows fracture dislocation 
B) after displacement causing compression 
of the cord. 


Predisposing factors:- 


The cervical spine may be injured in the 
injuries to the head. Every case of the head 
injury with unconsciousness from a blow to 
the head should be considered to have asso- 
ciated cervical spinal injury until proved 
otherwise. Alcoholic intoxication may in- 
crease the severity of the cord injury. Epi- 
lepsy, electro convulsive therapy may cause 
cervical spine injury. Unrecognised disease 
of the spine may cause spinal cord injury with 
even minimal trauma. Ankylosing spondy- 
litis, cervical spondylosis, congenital ‘fusion 
of the cervical vertebra may precipitate spinal 
cord injury. 
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Fig. 5 
Shows mechanism of compression of the 
cord by hyperextension in case of cervical 
spondylosis. 


Thoracolumbar injuries:- 


This is classified 


1. Flexion compression 
wedge fractures. 


injuries causing 


2. Axial loading causing burst fracture. 
3. Lateral rotation causing slice fractures. 
4. Lap belt injuries causing chance fractures. 


1. Flexion compression injuries:- 


Here cord injuries are rare unless a bone 
fragment or disc material compromise the 
canal. 


2. Burst fracture:- 


Burst fracture usually is unstable, bone 
fragment or disc material may cause cord 
compression requiring decompression. 


3. Slice fracture:- 


Slice fracture usually occurs in thoraco- 
lumbar region with compression of the cord. 


4. Lap belt injuries:- 


Lap belt injuries are not common in our 
country. 


Initial evaluation of the spinal injury patient:- 


Every care must be taken to avoid further 
injury to the spinal cord from the time of sus- 
pected spinal injury. Failure to recognise 
injury to the bone with or without neurological 
deficit may jeopardise the patient manage- 
ment. So a high index of suspicion is neces- 
say. Neurological examinations must be care- 
fully performed with special attention to dis- 
covery of deep pain preservation by pressure 
on the Achilles tendon in complete spinal 
cord injury. Sacral dermatomes must be meti- 
culously tested with pin and every effort is 
made to find out any voluntary muscular 
actions below the level of lesion. It is impos- 
sible to predict the prognosis when a patient 
with complete sensory motor paralysis is exa- 
mined immediately following injury. If the 
complete sensory and motor paralysis persist 
after 72 hours following injury prognosis is 
bad. In complete lesions there is a good chance 
for recovery. 


In thoracolumbar injuries:- 


Careful physical examination is done to 
find whether there is any gap between the 
spinous processes, indicating tear of inter- 
spinous and supraspinous ligaments. Abrasion 
on one shoulder may indicate rotation type 
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of injury. Injuries to the heel or leg may sug- 
gest compression fractures of Ll. It is very 
important to look for the preserved neuro- 
logical function. In complete lesion exami- 
nation of light touch is very useful followed 
by pin prick. Preservation of sensation indi- 
cates injured cord is partly conducting sen- 
sation. Rectal sphincter tone will help to 
differentiate conus lesion and cauda equina 
lesion. It is important to repeat neurological 
examination for any progression or regression 
in the neurological status. 


Radiological evaluation:- 


For a correct diagnosis of spinal injury 
X-rays of the spine at the suspected site of 
injury have to be taken. Site of injury can 
be inferred by pain, tenderness and bony 
deformity. Neurological examination will 
help in finding the level of spinal cord injury. 
In unconscious patients with head injury due 
to automobile accident, 20% of the cases 
have cervical spine injury and so X-rays should 
always be taken to exclude a spinal injury. 
In suspected cervical spinal injury a single 
lateral X-ray from Cl to T1 is essential to 
recognise the cervical fracture or cervical 
instability. In the lateral view the following 
should be looked for. In addition to apparent 
fracture or dislocation, if anterior vertebral 
soft tissue at the lower border of C3 is more 
than 5 mm, it suggests haemorrhage second- 
ary to cervical spine injury. Loss of normal 
lordotic curve may indicate a cervical spine 
injury. The alignment of the vertebral bodies 
in the lateral view will give evidence of dis- 
location. Abnormal separation anteriorly 
at the level of the disc space or increased 
separation of the spinous process provide 
evidence of ligamental injury. In AP view 
of the cervical spine, unilateral facet dis- 
location is diagnosed by rotation of spinous 
process. In the AP view one should look for 
widening of the oncovertebral joints, fracture 
of the articular processes, vertebral bodies 
and transverse process. In suspected facet 
dislocation oblique views of the cervical spine 
are taken to confirm the diagnosis. 15 to 2076 
of the patients with the cervical spinal cord 
injury will have no radiographic spinal injury 


evident on plain X-ray. Two-thirds of these 
patients will show abnormalities on CT scan. 
Tomogram in 5095 of the patients will show 
abnormalities. If the plain X-ray shows no 
abnormality flexion extension views are taken 
in conscious patients to find out instability. 
Myelogram may be required by lateral C1, 
C2 puncture to find out disc fragments com- 
pressing the spinal cord. In thoracolumbar 
injuries plain X-rays in the anterio-posterior, 
lateral and oblique projection are taken. 
Obvious fractures and dislocation and bone 
fragments in the spinal canal are seen. A gap 
between the spinous process or pedicles sug- 
gest a ligamentous injuries indicating un- 
stable fractures. Fractures of the transverse 
process suggest rotation type of injury, indi- 
cating instability. Myelogram may be required 
in clinically complete spinal cord lesion with- 
out gross malalignment. 


Management:- 


First aid at the site of the accident. The 
patient has to be transported on rigid board 
to prevent flexion, since flexion injuries of 
the spine are common. When the patient is 
received in the hospital, critical evaluation 
of the whole patient is done for evidence af 
other injuries in the body. In thoracolumbar 
injuries retroperitoneal haemorrhage and 
injury to the viscera must be looked for. In 
case of cervical spine injuries traction is insti- 
tuted first. Medical stabilization with refe- 
rence to shock or hypotension is treated since 
these may cause further damage to injured 
spinal cord due to hypoperfusion. There is 
controversy regarding management of frac- 
ture. Guttman and Frankel said that the 
damage to the spinal cord is instantaneous 
and advocate closed reduction of dislocation 
by traction or position of the patient and 
prolonged immobilization till stability is 
obtained and rehabilitation with the maximal 
use of remaining neurological function. In 
contrast American Surgeons recommend, 
rapid reduction of dislocation by traction 
and early surgical decompression of the spinal 
cord by laminectomy or excision of vertebral 
fragment or disc compressing the cord and 
do internal fixation to obtain spinal column 


Mec I a сы ыш ышы ыд чынны ашыны. 
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stability. Since highly skilled team is neces- 
sary for the non-operative management and 
the patient has to be in bed for 8 to 12 weeks, 
it is not suitable for our country. 


Thoracolumbar injuries:- 


Thoracolumbar injuries differ from cer- 
vical and thoracic injuries, since here one 
is dealing with a combination of spinal cord 
conus injury and injury to the roots of the 
cauda equina. Neurological recovery is com- 
mon even in seemingly complete injuries 
once decompression of entrapment of nerve 
roots has been accomplished. Even late de- 


compression will show improvement. Re- 


covery of conus function involving the bladder 
or bowel function may not recover. CT scan 
reveals narrowing of the spinal canal due to 
bone elements and it is an indication for ope- 
ration. Wedge fractures are usually stable 
without neurological involvement. If the 
compression. causes less than 5096 of the 
anterior body height it should be considered 
to be unstable fracture. Burst fractures are 
usually unstable. Most of them require ope- 
ration for stability even if there is no cord 
compression. Slice fractures require decom- 
pression followed by operative stabilization 
if required. 





Fig. 6A 
AP view showing spinal stabilization by 
A) plates after decompression. 





Fig. 6B 
B) The same lateral view. 


Management on injured spinal cord:- 


Hypotension due to loss of sympathetic 
tone is treated by alpha adrenergic stimulants 
intravascular volume expanders, injection 
of atropine for bradycardia is done to avoid 
the incomplete recoverable lesion getting 
irreversibly damaged. In case of respiratory 
insufficiency pulmonary support is instituted 
to avoid hypoxic insult to the spinal cord. 
Since there is loss of thermal regulation due 
to sympathetic denervation. hyper or hypo- 
thermia must be treated suitably. Loss of 
bladder control is treated by intermittent 
catheterization on six hourly basis by trained 
catheteriza:;un team. Otherwise and indwel- 
ling cathcter is left in place. Skin care is done 
by specially made mattresses to minimise 
skin compression and possible necrosis result- 
ing in pressure sore. Deep vein phleboth- 
ivmbosis resulting in pulmonary embolising 
is avoided by constant motion beds, inflatable 
compression stocking or mini doses of heparin 
(5000 units subcutaneously twice daily). To 
avoid spinal cord edema gluco-corticoid, 
diuretic, local hypothermia are given. Bio- 
genic amine synthesis blockers or endogenous 
opiate antagonists are also given. 
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Prognosis:- 


Depends on initial extent of the injury. 
There is no evidence to say that operation, 
closed reduction or drugs influence the out- 
come. Їп complete transverse myelopathy 
8% of the patients recover useful lower extre- 
mity motor function. There is no indication 
that surgery in these patients can improve 
the outcome. There is a 34% one year morta- 
lity in patients with complete cervical cord 
injury. Prolonged immobilization to promote 
spontaneous fusion may result in significant 


* * * 


mortality and morbidity from pulmonary 
embolism, infection or renal problem. Early 
fusion and stabilization may reduce this. In 
central cord injury the prognosis is good even 
though recovery of useful hand function 
occurs in less than 50%. In anterior cord 
syndrome 50% will not recover sufficient 
motor function to walk. In complete myelo- 
pathy 6% gain useful recovery of motor func- 
tion after 1 year. In essence complete lesion 
may remain complete. Partial lesions usually 
show some improvement. 


* * * 


Would the administration of potent oral steroids result in sufficient calciuria to cause 


renal stones? 


Glucocorticoids have complex effects on calcium and skeletal metabolism. Their 
administration in pharmacological amounts induces an acute increase in the urinary 
excretion of calcium. At the onset of their administration this may be partly related to 
a transient stimulation of intestinal calcium absorption, but calcium absorption is sub- 
sequently reduced and calciuria is principally due to the catabolic effects of corticoste- 
roids on bone. Bone loss is rapid in the first few years of corticosteroid use, and there- 
after the rote of loss falls as does the urinary excretion of calcium. The aetiology of 
calcium nephrolithiasis is also complex and multifactorial. The risk of renal stones in- 
creases progressively with increasing rates of excretion of calcium, and thus giving 
exogenous steroids presumably increases this risk. 


_ Но resistance been reported to multiple drug treatment for leprosy with rifampicin, 
clofazimine, and dapsone? If so, how is drug resistance measured? 


There have been no published reports of resistance to the multiple drug treatment 
recommended since 1982 by the World Health Organisation (WHO) for leprosy. 


Drug resistance in leprosy is diagnosed as the cause of relapse of failure to improve 
after the standard WHO course of multiple drug treatment only when it can be con- 
firmed beyond reasonable doubt that the drug dose and duration and regularity of 
treatment have been adhered to. The following criteria must be satisfied before drug 
resistance can be considered the cause of failure of multiple drug treatment in leprosy: 


(1) monthly attendance records to confirm attendance of the patient for supervised 
dose of rifampicin and topping up dose of clofazimine; 


(2) orange/red coloration of a urine sample taken between & two and 10 hours ofter 


supervised dose of rifampicin; 


(3) reddish coloration of the skin within two to three months of the start of treatment 


confirms self administration of clofazimine 


(4) random urine tests for quantitative assessment of dapsone concentration to confirm 


regular self administration of dapsone. — 


* * * 
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Horlicks 


Now specially fortified with extra calcium 
quas ir ue. a 


Horlicks, the easily digestible health food drink full of nourishing 
goodness, is now reinforced and enriched with extra calcium, which is 
essential for the healthy development and maintenance of the body. 


GROWING CHILDREN THE SICK AND THE 
Calcium is essential for the CONVALESCENT 


formation and maintenance of Calcium-fortified Horlicks is 
good teeth and bones. Two drinks — partially pre-digested, making it 
ofcalcium-enriched Ай the ideal nutritive intake for the 
Horlicks in milk provide — f sick and the convalescent who 
the requisite RDA of need immediate, easily 
calcium for the 
additional requirements = 
of growing children, especially the Horlicks 
rapid growth of adolescents. enriched with 






Consumption of calcium-fortified extra 
Horlicks, along with regular calcium ; 
physical activity, will also helpto —— S ideal 
minimise the calcium.loss that for patients 
with gastro- 


occurs later in life, that can 
eventually lead to osteoporosis. 


DURING PREGNANCY 


Ў) AND LACTATION 
= NV 70-979 Expecting and 
93. breast-feeding 
— mothers need 
Ул to supplement 
S^ their diets 
with extra 
calcium to 
ae ensure 
fhat the baby receives adequate 
amounts of calcium. Inadequate 
calcium can result in weak bones 
and retarded growth of the infant. 
Two drinks of calcium- 
enriched Horlicks in cows 
milk provide 7896 of the 
calcium RDA requirement. 


intestinal disorders and those on 
fat-restricted or high-calorie diets. 
It can also provide the necessary 
carbohydrates for diabetics. 


THE AGED 


Calcium-enriched Horlicks is of 
special importance to elderly 
people to help prevent 
osteomalacia and there 15 
evidence of its value in 
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osteoporosis. Horlicks being easily 
digestible, is an easily assimilable 
source of calcium. 


Calcium regulates the body's 
neuromuscular activity which 
helps to maintain the correct 
functioning of muscles. 


Horlicks contains lactose which 
promotes the absorption and 
retention of calcium, making it an 
effective medium for calcium 
intake. 















Horlicks 


WITH EXTRA CALCIUM 


The Great Nowrisher 
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The last word ©- 


IS yet to be written « . 
. In antimicrobial therapy... . 






2 K Cipla writes the 
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Available as: 
Ciplox-250 Tablets Сіріох-500 Tablets 
Ciprofloxacin 250 mg Ciprofloxacin 500 mg 
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of Ciprofloxacin in India Bombay Central, Bombay 400 008 9 
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Dermatology in practice: Some aspects - Dry skin 
Jayakar Thomas, Muthuswami T.C., 


Dry skin is an extremely common problem 
in dermatology. Synonyms for this include 
asteatosis, xerosis and winter itch. If the condi- 
tion worsens, it is referred to as prurigo hie- 
malis, asteatotic eczema, or eczema craquele. 
Certain patients are genetically predisposed 
to problems with dryness (atopics), whereas 
in most it is age-acquired. The condition may 
be localized or generalized. Those with localiz- 
ed involvement often develop dryness of 
fissuring of the dorsal aspect of the hands and 
fingers in the winter time. This is related to 
excessive handwashing, chemicals., or irri- 
tant exposure. Housewives working with 
lemons, potatoes, and detergents, and mothers 
frequently washing their children are high 
risk. In the winter, with the low humidity of 
forced air heat, the relative decrease in out- 
door air-water content and wind exposure 
are contributing factors. Constant rubbing 
of fingers on paper (typists, cashiers) will 
result in fissuring of the fingertips. 


More widespread dryness involves the 
arms and lower legs and later the torso. The 
first symptom is usually itching and a slightly 
roughened skin. Next, small scales on the 
skin-colored base appear and finally surround- 
ing erythema, fissuring, and ecezematization 
supervene. The usual contributing factors of 
those in this group are age and overbathing. 
Older people produce less sebum. For normal 
skin hydration, a combination of appropriate 
amounts 6f lipid and water are necessary. 
Washing or bathing will remove the lipid layer 
resulting in decreased cutaneous water-binding 
capacity. Water of any sort (hard, soft, mineral, 
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or spring) is equally harmful. Soaps are uni- 
formly drying and irritating to the skin. 


Treatment 


1. The usual generalized dryness is best 
managed by limitation of bathing. Allowing 
only one shower of less than 3 minutes daily 
or on alternate days is usually sufficient. 
Women with long hair must shampoo at 
the sink. Soap of any type can be used, 
although only on the axilla, groin, and 
subamammary skin. Long, hot showers 
may create a feeling of temporarily lessen- 
ed pruritus, but are harmful in the long run. 

2. Another group believes strongly that 
patients should soak in the tub for 20-30 
minutes daily to hydrate the skin. This 
method is not recommended for routine use. 

3. After showering/bathing, the skin is patted 
dry and a mosturizer applied. The thicker 
water-in-oil products or those containing 
urea are best tolerated. An acceptable 
alternative is adding 3 or 4 capsful of bath 
oil to a wet washcloth and massaging the 
body prior to drying. Repeated use of these 
moisturizers 2-3 times daily is suggested. 

4. Routine use of steroids is not appropriate. 
For those with erythema or asteatotic der- 
matitis a mild to high strength corticoster- 
oid is allowed for several days. Wrapping, 
intralesional injections, and oral steroids 
are not used. 

5. Housewives are advised to use white cotton 
gloves (cosmetic gloves, photography dark- 
room gloves) under rubber gloves while 
cleaning dishes or children. 

6. Routine hand washing should be limited. 
Liquid paraffin is applied to the dry skin 
and gently removed with a soft cotton towel. 

7. For those with milder cases, where hand 
washing is allowed, care should be taken 
that soap and water principally contact only 
palmar skin. The water should be lukewarm 
before washing, and drying is best done 
by patting rather than rubbing. 

8. Use of a humidifier is appropriate in the 
winter months. Unfortunately, it is not 
often effective since the circulating hot air 
removes the moisture at a rate equal to its 
vaporization. 
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NORBACTIN-400 


(Norfloxacin) 


Broadest spectrum of activity against 
uropathogens — from E. coli to Pseudomonas. 
First oral anti-pseudomonal agent with а 
sensitivity profile better than parenteral 
antibiotics. 
Development of resistance not known. 
No nephrotoxicity. No hepatotoxicity No 
ototoxicity 
"Failure to respond to this highly active agent (Norbactin) would 
indicate a need to investigate the patient's urinary tract" 
Practitioner, 228, 111-117. 1984. 


NORBACTIN-400 p RANBAXY 
Shaping the future of UTI therapy. S; 
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Summary of Prescribing Information 


INDICATIONS : Mild to moderate hypertension. Oedema in cardiac lailure. cirrhosis of the liver. the nephrotic 
syndrome. Drug-induced апо premenstrual oedema. DOSAGE : Adults іп hypertension 1 tablet а day after 
morning meal, then adjust according to response Reduce dosage o! established antihypertensive drug it Dytide 
is added. then adjust In oedema Start with one or two tablets b d. after meals. Maximum 4 tablets a day 
INDICATIONS : Hyperkalaemia. progressive renal dysfunction. routine use of potassium supplements or other 
potassium conserving drugs. including ACE inhibitors CAUTION Hepatc or renal insufficiency. predisposition 
o! gout. diabetes mellitus. ADVERSE REACTIONS : Nausea. vomiting. diarrhoea. muscle cramps, weakness 
dizziness, headache. dry mouth. rash Photo- sensilivity. minor serum electrolyte changes. marked fiuctuations 
in serum potassium levels. metabolic acidosis occasionally occur 
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& Spasm 


Emotional Stress 


STELABID «ooo кноион 


e b.i.d. dosage convenience & economy. 
e Freedom from drug dependence. 


Further information is available 
SUMMARY OF PRESCRIBING INFORMATION on request: 


FORMULA: Each Stelabid tablet contains: Isopropamide 5 (present as isopropamide 
lodide) and Trifluoperazine 1 mg (present as Tnfluoperazine Hydrochionide) INDICATIONS: P. B. No. 2, Bangalor e-560 049. 
'Stelabid' tablet is indicated for short term symptomatic treatment of peptic ulcer and other 

gastrointestinal disorders in which hypersecretion and/or painful spasm are a problem, as 

e.g. in irritable and spastic colon and functional diarrhoea. DOSAGE: Common g.i. disorders: 

попа соо асе 'Stelabid' tablet twice a day, in the morning and at bedtime. SIDE SKOF 

EFFECTS: Side effects are minor and mild: dry mouth, blurred vision, restlessness, 


insomnia, constipation, urinary hesitancy or urinary retention. Extra-pyramidal s oms 
due to — content are unlikely to occur at recommendec dosage. Extremely E Sis AYEF 
rarely long t y with trifiuoperazine in low dosage has been associated with tardive 

dyskinesia. "CAUTION. Take care when treating elderly patients with cardiovascular PHARMACEUTICALS 

irment. should be discontinued one week belore РВ! tests. - f 
C NDICA : obstruction of organic origin, intestinal | (C) Eskayef Limited 
obstruction or intestinal atony, patients with existing blood dyscrasias or known liver damage, Licensed user of 
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Rheumatological disorders in the elderly 


Subramaniam Ramakrishnan, Chandrasekaran A.N. 


Musculoskeletal symptoms in the elderly 
can often be a challenging problem to the 
General Practitioner. The difficulties which 
the Physician faces are problems in making an 
accurate diagnosis and occasionally untoward 
drug side effects in the elderly patient with 
rheumatic disease. 


What are the reasons which prevent one 
in making a correct diagnosis of rheumato- 
logical problems in the elderly? They are: 
1. There may be an age related change which 

can be seen even in the absence of disease 

eg. gross Osteoarthritic changes in the 
cervical and lumbar spines radiologically 
but the patient is asymptomatic. 
2. Difficulty in getting an accurate history 
3. The presentation of certain rheumatic 
diseases may be atypical in the elderly thus 
posing a diagnostic dilemma. 


The process of ageing is inevitably asso- 
ciated with certain changes in body function. 
From the rheumatological point of view there 
is an age related decline in immune function 
in the elderly with disturbances in homeostatic 
control.’ This results in the formation of auto- 
antibodies like Rheumatoid factor, antinuclear 
antibodies. This age related immune dys- 
function is self explanatory on occasions when 
Rheumatoid Factor or antinuclear antibodies 
are detected in healthy elederly people. 


Common Rheumatological disease in the 
elderly 


1. Osteoporosis 
2. Osteoarthritis 
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Rheumatoid arthritis 
Gout 

Chondrocalcinosis. 
Carcinoma poloyarthritis 
RS3PE syndrome. 
Polymyalgia rheumatica 
Paget’s disease. 

Soft tissue rheumatism. 
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Rheumatological disease less common in the 
elderly: 


1. Seronegative spondarthritides 

2. Rheumatic fever 

3. Systemic rheumatic diseases like sclero- 
derma etc. 


1. Osteoporosis: 


Loss of bony tissue from the skeleton starts 
in middle age and proceeds continuously at the 
rate of 0.5 - 1% per annum resulting in a 
negative calcium balance of 20-40 mg. daily.? 
In women there is an acclerated osteoporosis 
after menopause. 


Patients with osteoporosis may be asympto- 
matic with radiological evidence of osteo- 
porosis or they may present to the general 
practitioner with the following problems. 


a) Spinal deformity - Kyphosis/Kypho- 
scoliosis 
b) Back pain - Thoracic/lumbar area 
c) Vertebral compression fractures sub- 
sequent to even trivial trauma. 
d) Hip fractures. 


2. Osteoarthritis: 


Three clinical patterns of osteoarthritis 
have been described. They are:- 


a. Generalised osteoarthritis: Progressive 
generalised osteoarthritis is seen more in 
females. Joints usually affected are the distal 
and proximal interphalangeal joints, first 
carpo-metacarpal joint, knees, cervical and 
lumbar spines. They may be associated with 
Heberden nodes. 
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b. Inflammatory small joint osteoarthritis: 
Women are often affected and they present 
with acutely painful, hot, swollen distal inter- 
phalangeal and proximal interphalangeal 
joints of the fingers. The distribution is sym- 
metrical and these patients at times go on to 
progressive, erosive destructive joint disease. 


c. Unifocal large joint osteoarthritis: Here 
they have isolated unifocal hip or knee osteo- 
arthritis and this is a common problem present- 
ing to the general practitioner. Osteoarthritis 
of the knee is more common than that of the 
hip in India. 


3. Rheumatoid arthritis in the elderly 


Rheumatoid arthritis having its onset after 
the age of sixty years in a person is termed 
Rheumatoid arthritis in the elderly. Three 
distinct patterns of Rheumatoid arthritis in 
the elderly have been observed.? They are:- 


Subset I. These patients have classical features 
of Rheumatoid arthritis and have involvement 


of smaller joints like wrist, hands and feet.. 


Subcutaneous nodules are frequent in occu- 
rence, they are seropositive for Rheumatoid 
Factor, the synovitis is likely to be persistent, 
progressive and lead on to joint damage. 
Radiological erosion is frequently seen and 
often antirheumatic drugs like Gold, D-Peni- 
cillamine have to be administered. 


Subset II. These patients have features of 
Sjogren's syndrome. The synovitis is limited 
to a few joints like wrist and hands. Sub- 
cutaneous nodules are rare, radiological joint 
erosion is uncommon but they are seropositive 
for Rheumatoid Factor. These patients do well 
with Non Steroidal Anti Inflammatory Agents 
or Prednisolone in a dose of 5 mg./day and 
they have a good prognosis. The practical 
importance of recognizing this subset of 
patients with symmetrical arthritis associated 
with Sjogren’s syndrome is that in this in- 
stance the Rheumatoid Factor which may 
relate more to Sjogren’s syndrome does not 
indicate a poor prognosis. 


Subset III: In these patients the synovitis 
affects primarily the large joints, shoulders, 
hips and knees. There is marked morning 
stiffness and even systemic symptoms. They 


БОДОО aoe al a soe en nee sae es ie Р 


THE ANTISEPTIC e AUGUST 1989 


are rheumatoid factor negative but have 
elevated Erythrocyte Sedimintation Rate 
even at times to very high levels. The presenta- 
tion may mimic Polymya]gia Rheumatica and 
the synovitis responds very well to low dose 
steroids. Subcutaneous nodules and radio- 
logical joint erosion is not seen in these 
patients. 


4. Gout in the elderly: Though classical gout 
is a condition with a strong male preponde- 
rance and a peak incidence in middle age, 
gouty arthritis in the elderly is more common 
in women than in men. A new disease of the 
elderly named “Impostumous Gout” by Dixon 
has been identified.* The characteristic features 
of “Impostumous Gout” are 1). More common 
in women than men 2) the arthritis is low 
grade and polyarticular 3) Gouty tophi are 
seen in the interphalangeal joints of the hands. 
4) These patients may either have mild renal 
diease or may be on prolonged diuretic treat- 
ment. 


5. Chondro calcinosis: Crystal induced arthro- 
pathies are common in the elderly. Chondra- 
calcinosis is associated with CPPD (Calcium 
Pyrophosphate dyhydrate) crystal deposition 
in the joints. Six separate types of Chondro- 
calcinosis have been described? They are: 


Type A: Isolated Pseudogout: An accute 
monoarticular inflammatory episode occurs 
mimicking gout. The knee joint is to Pseudo- 
gout what the bunion is to gout. 


Type B: Pseudorheumatoid arthritis: The 
arthritis is polyarticular mimicking Rheumatoid 
arthritis and differs from rheumatoid in that 
bare area erosions do not occur and CPPD 
crystals are found in the joint leukocytes. 


Type C: Pseudoosteoarthritis: Bilateral sym- 
metrical, acute isolated inflammatory episodes 
of arthritis superiomposed on exuberant 
osteophyte formation occurs chronically over 
months or years. Knees are commonly affected 
and less often wrists, shoulders, elbows and 
ankles, may be affected. 


Type D: Pseudoosteoarthritis: There are acute 
attacks similar to type C, but with predo- 
minant degenerative changes on Roentgeno- 
graphy often in the absence of any detectable 
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chondrocalcinosis but with the identification 
of crystals in joint fluid. 


Type E: Asymptomatic. These patients are 
asymptomatic but have chondrocalcinosis as 
an incidential radiological finding. 


Type F. Severe Generalized Febrile disorder: 
Patients with Type F disease have radio- 
logically identifiable chondrocalcinosis in 
peripheral joints as well as intervertebral 
disc spaces in the axial skeleton. This syndrome 
is seen occasionally as a post-operative 
sequalae to parathyroid adenomectomy. The 
patients present with high fever, Leucocytosis, 
elevated erythrocyte sedimentation rate and 
generalised polyarthritis. 


6. Carcinoma polyarthritis: Malignancy is 
common in the elderly and one of the Rhe- 
matic syndromes is carcinoma polyarthritis.^ 
The characteristic features of carcinoma poly- 
arthritis are: 1. usually there is an explosive 
onset, 2. Asymmetrical polyarthritis, 3. Pre- 
dominantly joints of the lower extremities 
are involved especially knees and ankles. 
4. Generally the wrists and smaller joints of 
fingers are spared. 


The absence of subcutaneous nodules, 
persistent sero-negativity of Rheumatoid 
Factor and minimal radiological changes help 
to differentiate carcinoma polyarthritis from 
late onset Rheumatoid arthritis. Carcinoma 
polyarthritis has been associated with carci- 
noma of the lung, prostate and breast and the 
joint manifestation may even precede the 
primary malignancy. The course of the arthritis 
tends to follow that of the underlying mali- 
gnancy. Suspicion of an occult neoplasm is 
aroused in the elderly patient with a rapidly 
developing asymmetric arthritis, markedly 
elevated ESR and seronegativity for rheu- 
matoid factor. 


7. RS4PE syndrome: Remitting seronegative 
symmetrical synovitis with pitting одета (RS; 
PE Syndrome) is the name given to a condition 
in older patients usually men, presenting with 
symmetrical polyarthritis of acute onset in 
association with pitting oedema of the hands, 
feet and legs.’ They have elevated ESR, are 
seronegative for Rheumatoid factor and have 
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no radiological erosions. They do well with 
non-steroidal antiinflammatory agents and 
their prognosis for recovery is good. 


8. Polymyalgia Rheumatica: Polymyalgia 
rheumatica is a disease occuring predominantly 
in the elderly. These patients have consti- 
tutional symptoms associated with pain and 
stiffness of the neck, shoulder and pelvic 
region. Invariably they have elevated ESR 
levels which at times may even be above 
100 mm. per hr. They have a dramatic response 
to small dose of corticosteroids. 


9. Paget's disease: Paget's disease is un- 
common in India and it would be of more 
academic interest to general practitioners. 


10. Soft tissue rheumatism: Soft tissue rheu- 
matism disorders like fibrositis, tenosynovitis, 
bursitis and plantar fascitis are common 
rheumatological problems in the elderly. 
Shoulder pain in the elderly may often be due 
to adhesive capsulitis, bursitis, tendinitis or 
partial rotator cuff tear lesions. Shoulder pain 
at times may be the referred pain of cervical 
radiculopathy fortifying the fact that patients 
with shoulder pain should have the cervical 
spine examined. 


11. Systemic lupus in the elderly: Age modifies 
the pattern and course of Systemic Lupus 
Erythematosus in the elderly. The mode of 
onset tends to be more insideious, the pattern 
of organ involvement is different with more 
interstitial lung disease and less of arthritis, 
Raynaud’s, alopecia and lymphadenopathy in 
SLE in the elderly when compared with the 
disease in adults. Elderly SLE patients are 
less likely to have renal involvement and 
hypocomplimentemia is less frequent. Because 
of the infrequency of vital organ involvement 
in the elderly patient with lupus it may be 
possible to use less potent drugs and avoid 
corticosteroids atleast in high doses. 


Prescription in the elderly 


A galaxy of NSAIDS and analgesics are 
available to manage Rheumatic diseases in 
the elderly. But drug treatment in the elderly 
has to be done with great caution for the 
following reasons. 
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1. Elderly people in addition to their 
rheumatic disease may have other diseases 
like diabetes, systemic hypertension, ischemic 
heart disease etc. for which they may be taking 
other specific medicines. Hence there are 
greater chances of outward drug interactions 
between NSAIDS and these medicines." 


2. There is an age related functional de- 
cline in drug metabolism in the elderly and 
this functional decline in handling a drug is 
responsible for the more frequent side effects 
of NSAIDS in the elderly. Hence one has 
to adjust the dose of NSAID in the elderly.? 


3. Reversible depression of renal function 
is the most common renal complication of 
NSAIDS. Other renal side effects of NSAIDS 
are acute interstitial nephritis, nephrotic 
syndrome and papillary necrosis. Elderly 
people with altered renal haemodynamics 
are at higher risk to develop renal compli- 
cations with NSAIDS. Such patients should be 
identified and monitored closely for the renal 
complications of NSAIDS." 


To sum it up the philosophy of drug admini- 
stration in the elderly is: 


^Not too many drugs 

Not too much of a drug, 

Give it only when indicated 

Stop it early before it is complicated" 


Conclusion: The general practitioner should be 
aware of the common rhuematic diseases 
in the elderly, their varied presentation and 


also be cautious in drug administration since 
adverse effects due to drugs are more common 
in the elderly. 
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Comparative evaluation of the effects of Geriforte 
and Panax ginseng — herbal anti-stress agents — 


on anoxia tolerance in mice c 


Prakash M., Singh N. 


Abstract 


A comparative assessment was made on the antistress effects of 
Geriforte and Panax ginseng on anoxia tolerance in experimental 
studies on mice. 


One week's treatment with Geriforte in graded doses showed signi- 
ficant increases in tolerance to anoxia with 50 mg./kg. and 100 mg./kg. 
doses, in a dose-dependant manner. After 2 weeks' treatment, even a 
lower dose of 25 mg./kg. produced a significant increase in tolerance 
to anoxia. 


Results with equivalent doses of Panax ginseng are qualitatively 
simililar but quantitatively weaker than Geriforte. 


The LDs, of Panax ginseng appears to be higher than Geriforte, 
but ED; is still higher, thus indicating a very favourable safety index 


for Geriforte vis a vis Panax ginseng. 


Introduction 


The anti-stress (adaptogenic) activity of 
"Geriforte' was reported earlier by Singh 
and co-workers (1978), and that of Panax 
ginseng crude plant extract from the roots 
widely used in China, Korea and Russia as 
an adaptogen (antistress agent), by Brekh- 
man and Dordymov (1967). Both these agents 
have been earlier reported to possess anti- 
tumour, immunomodulatory and anti-oxidant 
activities in animals (Brekhman and Dordy- 
mov, 1967; Singh et al, 1980; Kumar et al, 
1982; Singh et al, 1982 and Tomar et al, 1984). 
However, a comparative study of these anti- 
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stress agents was not done earlier, particularly 
on “Anoxia tolerance,” an important activity 
of adaptogens. Therefore, in the present 
study, a comparative assessment of the en- 
hancement of “Anoxia tolerance” was carried 
Out in experimental animals. 


Materials and Methods 


"Geriforte' powder (Himalaya Drug Co., 
India) and Panax ginseng powder (Pharmaton, 
Switzerland) were used in this study. Albino 
mice weighing between 25-30 gm. were used 
in all the experiments. These were divided 
into groups of 10 animals each, of equal weight 
groups, for the anoxic test. A total of 130 
animals were used, 70 for the ‘Anoxia Toler- 
ance Test' and 60 for toxicity studies. 


Three groups (each of 10 animals) received 
‘Geriforte’ suspension in normal saline in 
doses of 25, 50 and 100 mg./kg. (p.o.) body 
weight daily for 14 days by means of a feeding 
cannula. Similarly, Panax ginseng was also 
administered in three groups of 10 animals 
each in doses of 25, 50 and 100 mg./kg. (p.o.) 
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daily for 14 days. Then these animals were 
subjected to the anoxia tolerance test on the 
7th and 14th days, 1 hour after drug treat- 
ment on that day. One week prior to drug 
treatment each group of animals was subjected 
to the 'Anoxia Tolerance Test. The mean 
duration of ‘anoxia tolerance’ was taken as 
control for each group itself. However, a 
parallel control group of 10 animals was also 
used. The ‘anoxia tolerance’ duration was 
observed for each animal in minutes. The 
duration of ‘anoxia tolerance’ was the time 
in minutes when the animal was kept in her- 
metically sealed vessels, to the point when 
it developed ‘anoxic convulsions’. It was 
immediately removed after the initial convul- 
sions were observed. The method of Bhargava 
and Singh (1985) was essentially used for this 
study. The parallel control animals received 
only saline. 


Acute 0 of both the agents was carried 
out in albino mice by p.o. administration of 
the drugs following the method of Smith et 
al (1960). 


Results and Discussion 


The results of the study are summarized 
in Tables 1 and 2. There was no significant 
change in 'anoxia tolerance' in Group 1 ani- 


mals treated with saline at different periods 
when subjected to the anoxia tolerance test. 
Thus the animals per se do not develop any 
capability to enhance the ‘anoxia tolerance’ 
on weekly exposure to anoxia in hermetically 
sealed vessels. Group 2 animals (Geriforte 


treated) and Group 3 animals (Panax ginseng 


treated) developed an increase in 'anoxia 
tolerance’ after one week and two weeks of 
treatment at different dose levels of the drugs. 
The effect was more significant after 2 weeks' 
treatment (Table 1). 


The enhancement of 'anoxia tolerance' 
by both these drugs may be a major contri- 
butory factor for their anti-stress effect in 
animals and man. Recently the anti-oxidant 
activities of Vitamin E and Carotin (Vit. A) 
have been reported to play a major part in 
reducing degenerative changes in biological 
systems (Zolar, 1985), and the evidence of 
an anti-oxidant activity in both these agents 
is an important facet in the multiple porper- 
ties these drugs possess. Thus, both may 
have an anti-ageing effect due to this property, 
for which both are prescribed in man. In the 
dose-to-dose 'anoxia tolerance' enhancement 
profile, Geriforte appeared to be more potent 
than Panax ginseng when the ЕР, values 
of both these agents were compared (Table 2). 


Table 1 
Effect of Geriforte and Panax ginseng on anoxia tolerance in albino mice 








Drugs No. of Mean Duration in Minutes and Mean Percent Increase in 
Groups X mg/kg,p.o., animals Anoxia Tolerance 
daily for 7 Control Timein %Increase — Timein % Increase 
and 14 days (Pretreat- Min. (Mean) Min. (Mean) 
ment) (After 1weeks treatment) (After2 weeks’ treatment) 
I Control Saline 10 50 52 4 54 8 
(Parallel) (0.5 ml.) 
П Geriforte 
(a) 25 10 60 80 33.3 84* 40.0* 
(b) 50 10 61 98* 60.6* 102* 67.2* 
(c) 100 10 63 115" 82.5* 120* 90.2* 
Ш Рапах ріпѕепр 
(а) 25 10 58 69 18.9 72 24.1 
(b) 50 10 56 793 33.9* 78* 39.2* 
(c) 100 10 55 82* 49.4* 88* 60.0* 
* P «0.01 
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Table 2 


Acute LDs, (24 hrs. mortality in mice) and 
ЕР» (Anoxia tolerance) values in mg/kg, p.o. 
daily, (after 2 weeks’ treatment) and safety 

indices of Geriforte and Panax ginseng. ' 


mental evaluation of the antistress effects of Geriiorte (An 


Ayurvedic drug). Int. J.Crude.Drug Res. (1978): 16, 125. 


2. 


Brekhman I.I. and Dordymov I.V., New substances of plant 
origin which increase non-specific resistance. Ann. Rev. 
Pharmacol (1969) : 9, 41. 


. Singh N., Singh, S.P., Singh D.R., Gupta M.L., and Kohli 


R.P., An experimental evaluation of antitumour potential 


LDso ED <5 Safety of Geriforte in albino mice. Ind. Practit. (1980) : 2, 86. 
Drug mg/kgp.o. (Anoxia Index 
: те . : й 4. Kumar P., Singh S.P., Doval D.C., Singh N. and Kohli 
San үл гаң R.P., A clinical assessment of changes in cell mediated 
dose) ance) | LDs/EDso) immune response induced by Geriforte (An Ayurvedic 
herbal rejuvenative drug). Antiseptic (1982): 10. 350. 
Geriforte 3880 34.0 114.11 5. Tomar V.S., Singh S. P., Singh N. and Kohli R.P., Effect 
Panax of Geriforte, a herbal compound drug, on anoxia tolerance 
ginseng 5486 72.0 76.19 in animals. nd. Drugs (1984) : 21 (6) : 233. 


Thus, Geriforte, a compound herbal drug of 
Ayurvedic origin, was more potent than 
Panax ginseng (single crude plant drug) widely 
used as an adaptogenic agent. Both agents 
have a wide margin of safety (Table 2) and 
are innocuous in nature, thus their use in a 
variety of human diseases is justified. 
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Should a woman with no contraindications to the contraceptive pill who has been takiag 
it for several years be advised to stop for a period every few years? 


Various reasons have been advanced for advising women to take ‘breaks’ fram 
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the combined oral contraceptive. It has been suggested that this will reduce the risk 
of postpill amenorrhoea, but there is no evidence for this and there are no grounds 
for advising regular breaks to preserve future fertility. Another possible reason for stap- 
ping is to reduce the risk of side effects related to the duration of combined oral can- 
traceptive use; it may be argued that taking regular breaks will reduce total exposure 
and thus reduce the risk of, for example, some cardiovascular diseases. This may be 
an oversimplification, however, because for some diseases a slightly increased risk 
persists for months or years after stopping combined oral contraceptives. A third reason 
is to reassure a woman that her menstrual cycle is still normal but this benefit is out- 
weighted by the risk of unwanted pregnancy. Combined oral contraceptive are more 
effective than other forms of reversible contraception, and a couple used to intercourse 
without condoms or the diaphragm may become careless about the use of barrier 
methods during ‘pill free’ months. Furthermore, because most metabolic changes are 
more marked in the first few months of use repeated restarting of combined oral contra- 
ceptives may be more harmful than sustained use. 


James owen drife, Senior lecturer in obstetrics and gynaecology, Leicester. 


(ВМЈ Vol. 296 June 1988) 
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Combined use of H, and H, receptor antagonist 
in a case of chronic urticaria 


Dev. Kr. Dutta. 


А 33 years old male tea garden worker 
presented with itching, erythematous wheals 
all over the body, particularly over trunk. 
The size of the wheals are +% to 1 cm. in dia- 
meter. Patient had no other complaint. The 
feature was a day in duration. On examination, 
it was diagnosed as a case of ‘Urticaria’. To 
find out the cause, patient's history was taken 
very carefully. But nothing specific could be 
pointed out. А blood D.L.C. & ESR were 
done which showed raised eosinophil count 
(1296) and raised ESR (30 mm. 1 st hr. fall). 
Routine examination of urme and stool did 
not reveal any clue. Treatment was given 
through OPD in the line of urticaria. Follow- 
ing was the schedule:- 


1. Tab Pyrantal Pamoate 
400 mg. at night for 1 day. 

2. Tab-chlorpheniramine maleate 
25 mg. thrice daily - 7 days. 

3. Lotio-calamine 
To apply over the affected part. 


On follow up, patient gave history of pass- 
ing of round worm with stool, 8-10 in nos., 
but the wheals still persisted. Itching was 
relieved a little. Thereafter, patient was 
hospitalised and Hydroxyzine (Atarax tab.) 
50 mg. t.i.d. and Calcium tablet were given 
with strict dietary control to avoid any food 
ingested allergic manifestation. Patient was 
followed up for 7 days, bu: there was no im- 
provement. Then steroid was added in the 
treatment schedule, e.g., Dexamethasone, 
5 mg. thrice daily, and followed up for 7 days. 
But, even with all these regimen, there was 
no improvement, except the intensity of 
itching was reduced to some extent. 


As it was already three weeks and the 
patient had not improved satisfactorily, he 
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attracted concern. The steroid had been 
tapered off and a H2 receptor antagonist, 
e.g., Cimetidine (Franco-Indian, i.e., Cime- 
tigate) was added in the schedule. The regi- 
men was as follows:- 


1. Tab-Hydroxyzin 
50 mg. T.I.D. 

2. Tab-Cimetidine 
400 mg. T.I.D. 


3. Lotio, Calamine 
To apply over the affected part. 


It was observed on 3rd day onwards 
patient was improving. The itching lessened, 
wheals disappearing, and on eighth day patient 
was completely symptom-free and discharged 
from hospital. 


Discussion: Urticaria is a skin reaction, 
characterised by evanescent, itchy, erythe- 
matous wheals. It also occurs in mucous 
membranes of oral cavity, eyelids, tengue, 
larynx or genitalia. Urticaria may be classi- 
fied broadly under the following headings. 
Allergic or ordinary urticaria and non-allergic 
or physical urticaria. Physical urticaria again 
can be subdivided into a) Dermographism b) 
Cholinergic c) Cold and d) Idiopathic. Other 
than these, there are also urticular vasculitis 
and papular urticaria. 


Among all those listed above, the allergic 
urticaria is commoner, and it may be acute 
and chronic. The line of treatment of urticaria 
is to obtain a careful history to detect the 
offending substance and it’s removal. But, 
in practice, most of the cases do not reveal 
any clue, particularly if the patient is illiterate. 
Worm being the most common parasite found 
among these people, it is customary to give a 
course of anthelmintic drugs. It is observed 
that, in most of the cases elimination of offend- 
ing agent is curative. 


But the case described here, had expelled 


worm, but there was no improvement of the 
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patient, rather it was taking a chronic course 
of more than twenty days duration, despite all 
the conventional medicines used in this condi- 
tion, such as Hydroxyzyne, one of the most 
effective drugs in urticaria. 


Among the pharmacological agents which 
cause urticaria is histamine, which acts on both 
Н, and H, receptors. All the antihistaminics 


small number of individuals, where H, re- 
ceptors alone fail to work, adding Н» anta- 
gonist may produce significant result. 


Summary: A case of chronic urticaria treated 
with a combination of Н, and H, receptor 
antagonsit showed marked improvement. 
As there is no indication of use of Н» receptor 
antagonsits in urticaria in the relevant litera- 


are H, receptor antagonists. Cimetidine, 
being a Н» receptor antagonist, inhibits secre- 
tion of Gastric acid mediated by Н» receptors, 
present in the parietal cells of stomach. It is 
proved that, H, receptor antagonists have no 
effect on Н» receptors and vice-versa. So, 
Н, receptor antagonists will not have any role 2. 
in the treatment of Urticaria, where mainly 
Hireceptors are used. But, other than gastric 3 
parietal cells, Н» receptors are also present 

in heart, uterus, lymphocytes skin and also 

in cutaneous blood vessels. Though H,anti- 4. Text Book of Pathology, by N.C. Day and T.K. Day Paper 
histamines provide the mainstay in the treat- n SONO, 

ment in urticaria, by blocking the effect of ; 
histamine at receptor on the vessel walls, in a 


tures, this uncommon case is presented. 
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* * * * * * 


Is there a risk of penicillin allergy in the children of parents who are allergic to penicíllin? 


There is always o risk of penicillin allergy occuring in any child irespective of the 
family history. Whether there is a genetic predisposition to react adversely to peni- 
cillin, something that might be predicted from the family history, is a point that for 
many reasons has proved difficult to settle in practice. Adverse reactions to penicillin 
take many clinical forms, are often difficult to distinguish from manifestations of the 
disease being treated, and are mediated by different mechanisms. Moreover, such 
reactions are often ephemeral and do not recur after subsequent challenge or treat- 
ment. Unlike with well defined IgE mediated immune responses to precisely characterised 
allergens, a multiplicity of mechanisms that make up clinical adverse reactions to 
penicillin obscure any inherited adverse immune response of this kind. It is not even 
certain that there is an increased risk of adverse reactions in children with clear cut atopic 
disorders such as bronchial asthma or children with a family history of such disorders. 


Thus the doctor should consider a child with a family history of possible adverse 
reactions to penicillin to be neither more nor less at risk of such reactions than any 
other child. The decision to prescribe penicillin and the way in which it should be given 
depend on the usual clinical criteria. Indeed, clinical judgement is everything in assessing 
patients who may be allergic to penicillin because of the difficulties of intradermal 
challenge. Negative results convey some reassurance but this can never be absolute.-- 
A.M. Denman, Middlesex. 


(BMJ Vol. 296 May '88) 


* * * * * * 
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Spontaneous extrusion of a buried key 


Pardeep Kumar Arora 


A 23 years old male was admitted with 
disruption of the anterior abdominal wall 
of the left iliac fossa due to a penetrating 
injury caused by a bunch of iron bars. Loops 
of the small intestine prolapsed through the 
traumatic defect. On exploration of the abdo- 
men, several pieces of torn cloth were re- 
moved from the peritoneal cavity. A badly 
contused perforation of sigmoid colon was 
exteriorized through the traumatic defect 
in the anterior abdominal wall. A necrosed 
segment of small intestine was resected fol- 
lowed by anastomosis of the cut ends. A retro- 
peritoneal haematoma in the left iliac fossa 
was left undisturbed. Three months following 
uneventful recovery from the first surgery, 
the sigmoid colostomy was closed. In post 
operative period of second surgery, patient 
developed an abscess in the upper and outer 
quadrant of left gluteal region which was 
drained. After one week, patient was sent 
home with advice to get his gluteal wound 
dressed regularly. One month later, patient 
reported with a sinus at the site of drained 
abscess. A loop of string was emerging from 
the opening of the sinus. Patient recognised 
this string as the same which was tied to a 
key lying in the pocket of his shirt at the time 
of initial accident. The sinus tract was dilated 
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* * * 


and the attached key was delivered from sinus 
by gentle traction on the string. The sinus 
healed quickly following the removal of the 





Fig. 1 
Antero-posterior X-ray of the left hip showing 
the Key embedded in soft tissue. 


Comments: 


The key, in all probability, was driven 
into the retroperitoneal tissue or muscles of 
posterior abdominal wall at the time of initial 
injury. From this site it negotiated its way 
down to gluteal region, by process of infection 
and liquefaction. It is a rare instance of an 
indriven blunt foreign body extruding spon- 
taneously at a distant site. 


* * * 


Dolphins have brains which ore proportionally almost as large as human's end 
substantially larger than those of chimpanzees. The possession of a large brain with 
an expanded neocortex may be associated with the amount of sexual behaviour out- 
side a reproductive context, according to recent research (Science 1988;240:1273-4). 
Apparently dolphins masturbate from an early age and pursue promiscuous homosexual 
and heterosexual contacts that seem to be “purely social.” 


(BNU Vol. 296 18 June '88) 
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pentoxifylline, severe haemorrhage, acute times dally. 

myocardial infarction, pregnancy, massive retinal Detailed prescribing information and literature 

haemorrhage. available on request. 

HOECHST INDIA LIMITED 
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Progressive systemic sclerosis with 


hypothyroidism and calcific aortic stenosis. 
A case report and review of the literature 


Ramachandran M.S., Vijaya Raghavan B., Krishnarajasekhar O.R. 


Mrs. Y aged 60 years was admitted on 
24.4.1988 with complaints of cough with 
expectoration, breathlessness, chest pain 
for the past one year. Cough with scanty : 
sputum, colourless, more productive on lying 
in left lateral position no history of hemop- 
tysis. Breathlessness of grade IV severity, 
history of paroxysmal nocturnal dyspnoea 
associated with cough. Chest pain more after 
cough with no features of angina. Pedal edema 
for the past three months. Dysphagia for 
both solids and liquids. Constipation with 
tenesmus. Polyuria and polyphagia present. 
Pruritus present. Difficulty in getting up from 
squatting position. Arthralgia, alopecia, Ray- 
naud's phenomenon with recurrent ulceration 
of both hands present. Hyperpigmentation 
over face, arms, trunk, thigh, legs. History 
of wheeze, loss of weight. Change in voice. 
Attained menopause twenty years ago. Fig. 1 





On Examination: Anaemic, pedal edema, Barium meal film showing Hiatus Hernia 


tinea corporis present, areas of facial hyper 
and hypopigmentation, expressionless face, 
restricted mobility on everting eyelids, ci- 
catrical alopecia, microstomia, narrow oral 
aperture, loss of facial lines, anhidrosis, skin 
hidebound and leathery, sclerodactyly, fixed 
flexion contracture of fingers, pulp atrophy, 
stellate scars over fingertips, ulcers over 
dorsum of metacarpophalangeal and inter- 
phalangeal joints. Gingival tissues indurated. 


CVS: Jugular venous pressure elevated, S1, 
S2 heard, ejection systolic murmur 
heard over aortic area. 
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RS: Trachea midline, normal vesicular 
breath sounds with bilateral coarse 
crackles, chest measurements of 


Inspiration - Right 43 cm. Left 42 cm. 
Expiration - Right 42 cm. Left 42 cm. 


Abdomen: No organomegaly, no free 
fluid. 

CNS: NAD 
Patient was discharged on 9.7.’88. 


Investigations: 


Routine urine examination, blood counts, 
motion examination, metabolic indices, 
sputum examination, ECG and serum en- 
zymes including serum creatine kinase were 
normal. Creatinine clearance 10 ml/min. 


Panarox & Intra oral film - increase in perio- 
dontal space, 


Laminadura intact, Bone resorption of 
mandibular ramus. 


VDRL Non-reactive 

Barium swallow 

Barium meal series showed hiatus hernia 
Skin biopsy: suggestive of scleroderma 
Lung biopsy: patient refused 


Immunological tests: 


Rose-waaler 8/4 negative 

Rheumatoid factor negative 

C-reactive protein 1/80 positive 

ASO Titre negative 

LE Cell negative 

Anti Nuclear Factor 1/20 positive 

Anti Microsomol Antibodies negative 

: Anti Thyroid Antibodies negative 

Anti Ribonucleo Protein Antibodies negative 


Thyroid profile: 


КАШ: 12.72% 
Thyroid scan normal 


TSH 0.54 uIU/m (0.2 - 0.45) 
T3 46 ng/dl (86 - 187) 
T4 9.25 ug/dl (4.5 - 12.5) 


Echocardiogram: 

Aortic stenosis (mild) 

Moderate calcification of aortic valve 
Posterior mitral annulus calcification 


Endoscopy: Esophagitis 
Hiatus hernia 
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Pulmonary function tests: 
Assisted spirometry: 
Afterbron- Predicted 
chodilatation 
FVC 0.49 0.581/min — 2.77 l/min 
FEV1 0.43 0.58 2.47 1/ 
FEV 1 
FVC 88% 100% 
PEFR 72 1321/min 408 l/min 
FMEF 36 861/mi 131.4 1/тіп 
Discussion: 


PSS is a multisystem disorder with inflam- 
matory, fibrotic and vascular changes in the 
skin and visceral involvement, particularly 
of the gastro intestinal tract, lung, heart and 
kidney. It is four times more common in fe- 
males than males, presenting usually between 
III and IV decades. 


PSS described in coal and gold miners and 
may be drug induced. 






Fig. 3 
Photo showing areas of Hypopigmentation 
in both legs. 


E E = ar жщ 
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Fig. 

Photo showing expressionless & masklike 
face, Hypopigmentation & radial furrowing 
around the mouth, healed ulcer over back 
of the hand. 
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Skin 


Histology: The epidermis is thinned out; 
hair follicles and sweat glands atrophic; rete 
pegs absent. The skin becomes firm, leathery 
and hidebound. Generalised hyperpigment- 
ation may occur resembling Addison's dis- 
dease but without increase in B-MSH. In this 
case all the above said features are present. 





Fig. 5 
Photo of fingers 
finger pulp atrophy healed finger ulcers. 


Fingers 


The classical features are scelerodactyly, 
fixed flexion contractures pulp atrophy, finger 
ulcers with stellate scars, telangietasia and 
clubbing. Finger ulcers and stellate scars are 
shown in the photos. 


Fig. 6 
Intraoral dental film 
Intact lamina dura widened periodontal space 


Face and oral cavity 


Expressionless and masklike Microstomia 
with difficulty in eating and speaking. Rarely 
macroglossia may be present (6). Microstomia 
is due to peritemperomandibular joint in- 
volvement. 
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Fig. 7 
Panoramic view of the teeth 
Bilateral bone resorption of mandibularramus. 


Teeth may loosen and fall out. Intra-oral 
X-ray film shows widening of periedontal 
ligament two to four times normal in thick- 
ness (Stafne's sign) Lamina dura remains 
intact (8). 


Bone resorption of mandibular ramus 
occurs bilaterally. 


Raynaud's phenomenon 


It is the earliest feature of PSS usually 
preceding skin changes, and is associated 
with skin lesion in 90% of cases. 


Calcinosis 


Cutaneous and/or soft tissue calcification 
occurs in 25% of cases. Digital calcification 
is ten times more common in females than 
males (6). Calcinosis was distinctly absent 
in Our case. 


G.I.T. 


More than 50% of cases present with 
epigastric fullness, burning pain and regur- 
gitation. Oesophagus is the most common 
part of GIT to be involved in PSS. Symptoms 
of reflux are twice as common as dysphagia. 
Dysphagia usually occurs after skin involve- 
ment, but if the reverse occurs it is called 
Scleroderma sine Scleroderma. Aspiration 
may occur during sleep leading to pulmonary 
fibrosis. Esophageal manometry is better 
than radiologic imaging to demonstrate motor 
abnormalities. Hiatus hernia is seen in 25% 
of cases. Carcinoma of esophagus has been 
noted. Intestinal obstruction, paralytic 
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ileus, malabsorption and volvulus, diverti- 
culae and constipation are likely to occur 
in the intestines. Reflex esophagitis, dys- 
phagia and hiatus hernia & chronic consti- 
pation were present in our case. 





Fig. 8 
X-Ray chest showing 
Loss of lung volume on both sides 


Lung 


Pulmononary hypertension, pulmonary 
fibrosis and bullous emphysema occur. As- 
piration pneuomonia is a sequel to esophageal 
dysmotility. Pleural involvement is not un- 
usual. Malignant pulmonary changes can 
occur (33). Restriction of chest movement 
is due to tightness of skin of thorax. Transfer 
factor being more sensitive indicator in severe 
and rapidly progressing disease. 


Heart 


AV conduction defects and arrhythmias, 
cor pulmonle, congestive heart failure, cardio- 
myopathy, pericardial effusion and cardiac 
tamponade occur. Libman-Sachs type of non- 
bacterial endocarditis has been reported to 
occur (10). 


Prevalence of valvular heart lesions in PSS 
Mitral valve lesion 3876 control prevalance 
42% 

Aortic valve lesion 12% control prevalance 
1596 

Tricuspdid valve lesion 15% control pre- 
valance 11% 

Therefore prevalance is no greater in PSS 
than in matched controls. 


Aortic stenosis in our case is probably 
coincidental finding. 


n E ER t 
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Muscle 


Acute myositis and proximal muscle 
weakness are the features. Although proximal 
weakness was present in our case creatine 
kinase values were normal. 


Kidneys 


Renal failure is the most frequent cause 
of death in more than 50% cases. It deveTops 
within three years of diagnosis. With clinical 
renal disease, patients usually die within one 
year frequently within three months. Creat- 
inine clearance was elevated in our case. 


Thyroid 


Histologic evidence of thyroid involve- 
ment in 14% of autopsy cases. It is significant- 
ly seen more frequently in 1476 cases as com- 
pared with 2% control. 


Based on the study of 27 cases using the 
following four thyroid profiles -- T4, T3, Thy- 
roid stimulating Hormone and reverse T3 -- 
were found to be 11-Euthyroid, 9-thyroid 
sick and 7-hypothyroid Hyper thyroidism 
was distinctly absent in this study of 27 cases. 
Patients with hypothyroidism more frequent- 
ly have CREST syndrome. All thyroid glands 
with hypothyroidism show serum antithyroid 
antibodies tire greater than 1:600. Hypo- 
thyroidsm and thyroid gland fibrosis are 
possible of indicating autoimmune patho- 
genesis (13, 14). 


Although TSH was elevated Antithyroid 
antibodies were not elevated, suggesting 
that Primary Hypothyrodism of non auto 
immune origin may be a part of PSS in our 
case. 


Cause of death in PSS 


Mainly due to visceral involvement. Out 
of 46 cases, 23 died of renal cause, 12 of car- 
diac cause, 9 of gastrointestinal cause and 
2 of pulmonary cause (11). 


Serology 


False positive serologic tests for syphilis 
occurs in 5% cases. T/Rheumatoid factor is 
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positive in 30% cases, LE cell phenomenon 
is present in 8% and Antinuclear antibodies 
varies from 30% to 97% using Hep 2 celline, 
complement remains normal in PSS. Anti- 
centromere antibodies is the most specific 
marker in CREST syndrome (18). Anti Scl 
70 antibody is specific in PSS being present 
in 30% cases (4). 


Management 


The mere use of wide range of drugs will 
make one realise that none is effective. 


Raynaud's Phenomenon: Nifedepine has 
been successfully used as a therapeutic moda- 
lity in Raynaud's (20,29). It increases finger 
tip blood flow (31). Similarly it could block 
vasospasm induce by cold. (21). It reduces 
frequency of mean digital vasospastic attacks 
in the dose of 30-120 mg. per day in divided 
doses. 


Skin 


Hydrophilic ointments and emolients 
prevent drying. Transdermally absorbed 
nitroglycerine (4) and Prostaglandin E2 (25). 
have been useful. Infected ulcers heal with 
topical antibiotics. 


Reflux esophagitis: is treated with antacids 
and cimetidine or ranitidine. 


Steroids may be used in Myositis with 
dramatic improvement. The involvement of 
other organs are treated symptomatically. 


Conclusion 


This patient with PSS has involvement 
of skin, esophagus, lungs, heart, kidney and 
muscle. The characteristic findings of skin 
in PSS are found in this patient namely, 
hyper-and hypo-pigmentation, hidebound 
and leathery skin, Raynaud’s phenomenon, 
stellate scars, anhidrosis and cicatricial alo- 
pecia. Dysphagia, and hiatus hernia are pre- 
sent both of which are the next most frequent- 
ly encountered findings. Pulmonary function 
tests showed a restrictive airway pattern 
reversible with bronchodilatation with in- 
volvement of small airways. Although kidney 
functions were within normal limits, creat- 


inine clearance was reduced indicating renal 
involvement. This patient had proximal 
muscle weakness which is an indication for 
steroid therapy. Primary hypothyroidism 
was evidenced by increase in TSH and Anti- 
thyroid antibody titre was not suggestive 
of Autoimmune thyroiditis. The presence 
of Aortic Stenosis is probably coincidental, 
possibly due to atherosclerosis. The absence 
of anticentromere and kinetocore antibody 
denotes that our patient was probably not 
a case of CREST syndrome. The absence of 
Anti Ribonucleoprotein indicates that this 


-case is not a part of Overlap syndrome. 
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* * * * * * 


In general practice antibiotics are usually prescribed in sufficient quantity for five daus' 
treatment and dispensed with an injunction to take the whole course. Is there a sound 
scientific basis to this advice? 


The ‘appropriate’ length of antimicrobial treatment may vary depending on diag- 
nosis, complicating factors, the age of the patient, and the clinical setting. For some 
infections lengthy treatment is appropriate, so that osteomyelitis or endocarditis may 
require many weeks’ chemotherapy. In uncomplicated urinary tract infection a single 
dose may suffice. It is desirable to minimise the length of treatment so far as is con- 
sistent with attaining the objective. Objectives may vary; remission of symptoms, defer- 
vescence, and return of some laboratory or radiological feature to normal are examples. 


In hospital it may be easy to arrange for chemotherapy to be stopped in a day 
or two if clinical objectives have been achieved. Since this may not be readily arranged 
in general practice a pragmatic choice of the length of treatment based on clinical 
experience is often made, five to seven days often being selected for urinary or res- 
piratory infections. While this is often effective, it also commonly represents overtreat- 
ment, which is regrettable because it inconveniences the patient or the relative, may 
give rise to adverse events, adds to selective pressures for antibiotic resistance in 
bacteria, and increases costs. 


, The common injection to finish the course, often not complied with by patients 
because they feel better and forget, is probably intended to minimise the emergence 
of resistance. This supposed motivation is ill founded because the index pathogen is 
unlikely to become resistant at the site of infection because of underdosing. The emer- 
gence of resistant strains of bacteria usually occurs in the commensal flora, and its 
extent is related to the amount of drug ingested. Short courses are to be preferred. 
If the injunction to complete the course is not given for that reasons it is merely an 
exercise in unscientific authoritarianism. 


(BMJ Vol. 998 11 Feb. 1989) 
* * * * * * 


Vaccination with the bacillus of Calmette and Guerin (BCG) is no longer recom- 
mended in the United States for health workers (JOURNRL OF THE AMERICAN MEDICAL 
ASSOCIATION 1988, 200-2983 4,8). Nor is it recommended for children with negative 
tuberculin tests unless they are in a recognised high risk group and are unsuitable 
for preventive treatment with isoniazid. 


(BMU Vol. 297 Dec. '88) 
* * * * * * 
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THE ADVANCED ANTHELMINTIC 


Offers broadest spectrum of 
action: effective against 
nematodes and cestodes. 


Provides simple, single dose: no 


complicated dosage titration; no 
need to dose for several days." 


Offers more advantages than 
mebendazole or pyrantel 
preparations. 


The only anthelmintic that kills 

worms at all stages of the worm 
life-cycle; ova, larvae and adult 

worms. 





Keep the family well with 


SUMMARY OF PRESCRIBING INFORMATION 


Formula: Each 'Zentel' tablet contains 400mg ої 
albendazole. Each 5ml. 'Zentel' Suspension 
contains 200mg of albendazole. The suspension 
can be administered as it is or mixed with a 
beverage of choice. Dosage and Administration: 
Adults and children (Over two years): One 

(400mg) 'Zentel' tablet or 10ml (400mg) of ‘Zentel’ 
suspension as a single dose. Children 1 to 2 

years: 5ml 'Zentel' suspension as a single dose. 
Contraindications: 'Zentel' should not be 
administered during pregnancy. For women of child 
bearing age (15-40 years) Zentel' should be 
administered within 7 days after the start of 
menstruation. Adverse Reactions: Gastrointestinal 
discomfort, headache. 


T in case of suspected or confirmed Strongyloides, 
Taenia or H.nana infestation, 'Zentel' 400 mg once daily 
should be given for three consecutive days. 


Presentation: In a Single Dose pack of 
one tablet (400 mg) and 10 ml suspension. 


Further information is available on request: 
P.B. No. 2, Bangalore-560 049. 
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ESSENTIAL FOR NORMAL 
GROWTH AND 
DEVELOPMENT 





"The dramatic effect of zinc supplementa- 
tion during periods of growth and develop- 
ment is well documented" '* 


An advance in nutritional care 





ZEVIT' SYRUP- Zinc with vitamins 
B Complex, A and D 








THINK ZINC — THINK ZEVIT* SYRUP 


1. Prasad AS et al. Amer J Med 1961;31:532-546 


» Prasad AS Trace Elements and Iron in Human Metabolism 1978 New 


York: Plenum Publishing Corp. 251 
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SUMMARY OF PRESCRIBING INFORMATION 


'Zevit Syrup: Syrup of Zinc sulphate with Vitamins B Com- 
plex. A & ОЗ Each teaspoonful (Sml) contains : Zinc sulphate 
| P. 44 О mg (equivalent to elemental Zinc 10.0 mg). Thamine 
hydrochloride I.P. 1 5 mg. Riboflavine LP. 1.5 mg. Pyndoxine 
hydrochlonde I.P. 15 mg. Nicotinamide | P. 150 mg. 
Cyanocobaiamin 1Р 10 mcg. Vitamin A palmitate 1 Р. 1600 
iu. Cholecalciterol | Р 150: и. in a pleasantly flavoured base 
(Appropriate overages included for the Vitamins). Indica- 
tions: Nutritional supplement for children during convales- 
cence. in debilitating diseases and in prolonged antibiotic 
therapy. Dosage: In children above 1 year 5 mi daily with food 
or after meals Contraindications: Zinc chelates with tetra- 
cyclines and absorption of the latter may be impaired Side 
Effects: Ni! Presentation: In bottles of 100 mi 





Further information is available on request: 
P_B.No.2, Bangalore — 560 049. 
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PHARMACEUTICALS 
©Eskayef Limited * Trade Mark ZVS: A1:89 


Well-balanced 


FARIZYM FORTE 


for optimal enzymatic activity 





Ue biu та the following dd 

fo ifig enzymatic activities : 
lipase : not less thon 6000 FIP Units 

Proteose : not less than 350 FIP Units 

Amylase : not less than 4000 FIP Units 

Bile Extroct to 30 mg Cholic Acid. 

or wer ro Pier ere 


INDICATIONS : ө For the relief of fermentative dyspeptic Y 


cbdominal discomfort due to Факту indacrolion uiden ad dioh, elc. oe j 
€ Pancreatic deficiency states ond related steatorrhoea 

ond ozotorrhoea ө Phytobezoar. p P 
DOSAGE : Usually, 2 to 3 tablets with each meal and 1 tablet with ony УУ JIII A 


according to the requirements of the individual patient. In severe cases 





a атта шс arr dr a df. INFAR (INDIA) LTD. 
Coniro-ndications/Womings & Precautions/Adverse Reactions 38, Chowringhee Road 
Dolor EARS омог RDE Р INFAR Calcutta-700 071 
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100 mg 


ARFLUR с 
tor better relief 
of pain at night 
and stiffness 
in the 





"sd 


22 (Bi is 
g dose at night gives adequate relief from pain & morning stiffness 
* Specially useful when pain is acute and for initiating treatment in chronic conditions - 





* Well-tolerated even in long-term use 







The first flurbiprofen in pH Dependent Release Form 
Particulars from: 


FDC Limited 


66, Lakshmi Bldg. Sir P.M. Road, Bombay 400 001. 








FERREIRA ASSOCIATES FOC L 466 Bh 


THE ANTISEPTIC AUGUST 1989 A19 


.. ALTHROCIN _ 


| The Most Dependable Antibiotic in U.R.T.I. 





From 
Acute 
Rhinosinusitis 


to 
Acute 
Tonsillitis 












concentrations at the I 
sites of infections. | : 


Wie Sy 








"100mg _ 


500 mg Tablets ` 
ү: Chewable Tablets 





250 mg Tablets 


Bons d Estolate) 
The Most Widely Prescribed 
Erythromycin In India 


For further details, please write to: A l e m b ў C 


ALEMBIC CHEMICAL WORKS CO. LTD.. VADODARA 390 003. 
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for upper respiratory tract infections 
in children 


АРІМЕ-МАХІ s 


(azatadine 0.5 mg., pseudoephedrine 30 mg. and paracetamo! 325 mg) 


rapidly relieves 


sneezing 

wheezing 

rhinorrhoea 

lacrimation 

nasal congestion 

sinus congestion 
eustachian tube blockage 


: | rapidly relieves 
**. fever aches and pains —  — 

















the aes part of every 
prescription 


with a full therapeutic dose of paracetamol in each 5 ml 


marketed by FULFORD, the Indian affiliate of SCHERING CORPORATION USA 


For additional information contact 


FULFORD (INDIA) LTD. 


- Oxford House, Apollo Bunder, 
Bombay 400039 * trademark 
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FUROXONE 


Tablets and Suspension 





The Ideal 
Antidiarrhoeal 
нь < 


“It has been suggested that the ‘Ideal’ antidiarrhoeal drug should be relatively 
specific, effective and safe with no development of resistant bacteria occurring. 
All of these requirements are met by Furazolidone”’ 










Philips K F and Hailey F J. Journal of International Medical Research, 1986; 14:19-29. 












SUMMARY OF PRESCRIBING INFORMATION 


FORMULA: Each ‘Furoxone’ Tablet contains: Furazolidone 100mg., Each 5ml of ‘Furoxone’ Suspension 
contains:Furazolidone 35.7mg, Pectin 75mg and Kaolin 1.0gm. INDICATIONS: Bacterial enteritis, bacillary 
dysentery and bacterial food poisoning. SIDE EFFECTS: Nausea, emesis, headache may occur. Dark coloured 
metabolites of ‘Furoxone’ are sometimes excreted in the urine. CAUTION: Furazolidone has the potential to 
inhibit monoamine oxidase. Caution should be observed when prescribing for the pregnant patient, particularly 
during the first trimester. CONTRAINDICATIONS: 'Furoxone should not be given to infants under one month of 
age. Primaquine sensitive’ patients may develop a mild, reversible type of haemolytic anaemia. DOSAGE: 
'Furoxone' Tablets - 1 tablet q.i.d for adults. ‘Furoxone’ Suspension: under 1 year - 1/4 to 1/2 tsp q.i.d. 1-4 years 
3/4 to 1 tsp q.i.d. and 5 years and above - 1 to 1 1/2 tsps. q.i.d. 


Further information is available on request: P. B. No. 2, Bangalore-560 049. 
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The ‘H’ Advantage 


dj @ - ME 
Iriredisol-H 
Hiydroxocobalamin, more efficient than Cyanocobalamin 


OBinds more firmly to 
body proteins 


ORemains longer in the body 


- » ORelieves symptoms 
faster and longer 












„ААЛА 





INJECTABLE — — 


Triredisol-H , 
Economy with 
added ‘H’ 
advantage 


(A Ten Injection 
Course) 






EAR DROPS 


Tyotocin 


tyrothricin, аппруппе. hexylresorcinol and benzocaine, MSD) 





the ideal 


S| e ANTIFUNGAL 
| e DECONGESTANT 
| e ANALGESIC 
e ANTIBACTERIAL 
e SOFTENS EARWAX 


^ Se Si 
Ni oss : 








Lj * 
Tyotocin For Versatile Relief, Ear after Ear 


MERIND LIMITED, New India Centre, 17 Cooperage Road, Bombay 400 039. * Trademark 
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Clinical and immunological aspects of. Giardia 


lamblia (A review) 


Rahul Kumar, Pranesh Nigam, Sarkari N.B.S., Gupta A.K., 


Giardia lamblia is an intestinal protozoon 
of world wide distribution. It was at one time 
considered a harmless commensal but is now 
increasingly recognised as being responsible 
for a variety of bowel symptoms. 


Epidemiology: 


Population surveys show a prevalence 
rate of 1-30%. In the U.S.A., it is the most 
frequent identifiable cause of water borne 
diarrhoea. The source of infection is general- 
ly infected food or drink but close physical 
contact and autoinfection are also important. 
Housefly, animals and pets are the vectors 
responsible for transmitting the disease. 


Although giardia infection is usually 
endemic, epidemics have also been described. 
The first epidemic was reported from Port- 
land, Oregon (USA) in 1954-55. Another 
epidemic was in Aspen, Colorado (USA) 
in 1955-56; the cause being a sewage leaking 
from defective drainage pipes. 


A number of factors have been shown 
to have bearing on the infection rate of this 
parasite. Some of them are: 


Dr: Rahul Kumar MBBS., DTCD, DVD, MRSH (England), 
MCCP (USA). 
R.M.O. in Medicine. 
Dr. Pranesh Nigam B.Sc., MD., (Med), FAID, FCCP (USA), 
FCCH (Sao Paulo), 
Reader in Medicine. 
Prof. Sarkari N.B.S., MD (Med), FRCP (London, Edin, Glasgow), 
Professor of Medicine. 
Prof. Gupta A.K., MD, FCCP (USA), 
Professor and Head. 
Department of Medicine, 
B.R.D. Medical College, 
Gorakhpur - 273 013 (U.P.). 
All correspondences should be to: 
Dr. Pranesh Nigram, 
Reader in Medicine, 
B.R.D. Medical College, 
Gorakhpur - 273 013 (U.P.). 
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Age: 


Infection rate is 3-4 times as commen in 
children as in adults. Infection reaches its 
maximum frequency at about the age of 
puberty and then declines. 


Climate: 


It has been observed that in warm climates 
the peak incidence is higher and is reached 
at an earlier age than in cold climates. 


Infecting dose: 


In Rendtorffs experimental study on 
human volunteer it was observed that when 
10 cysts were fed only a few subjects became 
infected. To achieve universal infection the 
dose required was 100 cysts or more. 


Gastrectomy: 


Gastric acidity plays an important role 
in the host defence mechanism against giardia 
infection. Thus patients with partial or total 
gastrectomy are more susceptible to it. 


Protein-caloried malnutrition: 


Malnourished infants and children are 
more susceptible to enteric infections, in- 
cluding giardiasis. Social class of the individual 
also appears to be important as the incidence 
of giardiasis increases with poverty. 


Blood group: 


A report from Australia shows that 61% 
patients with giardiasis had blood group A, 
compared with 39% in the general population. 
It was suggested that blood group A subtance 
and giardia may share a common antigen, 
thus preventing a host immunological res- 
ponse against the parasite. 


Immunological factors: 


Immune deficient subjects are more prone 
to develop giardia infection. 
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Symptoms: 


Clinically, patients with giardiasis fall 
into one of the following four groups: 


Group I: 
Asymptomatic carriers: 


The majority of patients harbouring giar- 
dia are asymptomatic, particularly in endemic 
areas. 


Group II: 
Vague non-sepcific symptoms: 


These patients present with vague symp- 
toms in the form of mild abdominal discom- 
fort, abdominal distension, belching flatu- 
lence and chronic non-specific diarrhoea. 
These patients often get diagnosed as having 
irritable bowel syndrome. 


Group III: 
Malabsorption syndrome: 


Occasionally, patients present with chronic 
diarrhoea pale and bulky stool, loss of weight 
and signs of malnutrition. 


Group IV: 
Acute illness: 


Ап uncommon presentation is acute diarr- 
hoea consisting of watery, offensive stools 
accompanied by crampy upper abdominal 
discomfort, nausea, vomiting, anorexia and 
general feeling of ill health. Symptoms start 
12-15 days of infection, mainly in subjects 
living in non-endemic areas. The acute stage 
lasts for 3-4 days. 


Diagnosis: 


Stools should be examined by utilizing 
a direct smear or the formal-ether concent- 
ration method. The trophozoite goes through 
phases of active multiplication, so the passage 
of giardia cysts in stool is intermittent. There- 
fore the stool tests should be done on three 
consecutive days. 


If the stool test is negative, it may be use- 
ful to examine a centrifuged sample of duo- 
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denal aspirate. The success rate of this test 
is much higher than with routine stool tests, 
Giardia trophozoite may also be looked for 
in the histological section and in the biopsy 
smear of the jejunum. 


Immunological aspects of giardia infection: 


There are much indirect evidences that 
immunological factors play an important 
role in the host defence mechanism against 
this parasite. "For instance it 15 known that 
in the majority of patients the disease is self 
limiting and that previous infection decreases 
the susceptibility to reinfection. In experi- 
mental animals it has been seen that immune 
mothers can transfer passive immunity to 
suckling mice via breast milk. 


Humoral mechanisms: 


It has been well recognised that patients 
with hypogammaglobulinaemia аге very 
prone to giardia infection. There is a uniform 
absence of plasma cells in the lamina propria 
in the small intestinal mucosa of these patients. 
Treatment of giardiasis results not only in 
complete recovery from diarrhoea and mal- 
nutrition but also in reversal of the mucosal 
damage. Although immunodeficiency does 
predispose to giardia infection such immuno- 
globulin abnormality does not exist in most 
cases of giardiasis and the giardiasis is not 
the cause of the immunoglobulin deficiency. 
The lamina propria in giardiasis shows ini- 
tially the immunoglobulin of IgM type fol- 
lowed IgA and IgG. In 1976 Ridléy and Ridley 
demonstrated the presence of antigiardia 
antibodies in a high proportion of patients 
infected with this parasite. Immuno fluores- 
cence test to detect the serum antibodies by 
using giardia lamblia cysts as the antigen gave 
89% positive results with giardiasis. However 
the test was also positive in 4076 cases with 
malabsorption without evidence of giardia 
infection. Certainly, giardia lamblia can not 
be detected always by stool examination but 
the possibility of a false positive response 
is strong and detracts from the usefulness 
of this test as a diagnostic aid. 
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Cellular immunity: 


Small intestinal biopsy specimen of pati- 
ents with giardia infection show raised counts 
of intra-epithelial lymphocytes. 


More direct evidence concerning the role 
of T cells, is the observation that deficiency 
of T cells, as occurs in hypothymic (nude) 
mice results in prolonged infection. Nude 
mice unlike normal mice fail to acquire any 
demonstrable resistance to subsequent chal- 
lenge, the intensity and duration of the second 
infection being similar to the first. More im- 
pressive is the observation that administration 
of lymphoid cells to these mice from those 
with acquired immunity results in progressive 
clearance of the infection. Owen et al made 
observation that immunocompotent mice 
infected with giardia muris showed numerous 
lymphocytes within the intestinal lumen. 


Management: 


Tinidazole which is chemically a nitro- 
imidazole derivative is the drug of choice. 
It is given in a single dose of 40 mg. per kg. 
body weight, ranging 0.5 to 2 gm. repeated 
after 1 week. Metronidazole 200 -400 mg. 
tid for 14 days is less effective. An excellent 
alternative is mepacrine (atabrine) given in 
a dose of 100 mg. tid for seven days. Fura- 
zolidine 100 mg. four times a day is also quite 
effective and well tolerated. 


* * * 


Walking for Health and Fitness 


Resistant case: 


The best treatment in'cases of true resist- 
ance is to instill 1 gram of mepacrine suspend- 
ed in water directly into the duodenum by 
means of a tube. 
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* * * 


Recent studies have raised walking to the exalted rank of exercise. This may be of 


considerable significance since the relationship of exercise to decreased cardiac mor- 
bidity and mortality appears to be well substantiated and the role of exercise in cardiac 
rehabilitation is also generally recognized. Many persons who are reluctant to engage 
in the more physically demanding, vigorous forms of exercise (e.g. running, jogging, and 
calisthenics) may well be induced to take a brisk, one mile walk several times each 
week. The emphasis in walking is on the briskness of the walk, and on its frequency 
and duration. The recommendations are that the walk should take place three to five 
times per week, be of 15-60 minutes duration, and be vigorous enough to raise the 
pulse rate to 70% of the maximum rate for the walker. These recommendations are for 
healthy adults. There is an extensive professional literature, but there are also books 
and pamphlets for the lay public. It appears that walking should be encouraged in all 
as an effective consistent, lifelong exercise program. 


(Michigan Postgraduate Review Vol. 5, No. 3 July-Sep. 1988) 
* * * kc ee * | 
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LIVEX 


SUPPORTS VITAL ROLE OF LIVER 
"E ү 


Capsule 
Drops 
Syrup 
Tablet 





LIVEX IS MULTI-FUNCTIONAL. 


e LIVEX STIMULATES LIVER. INDUCES 
BILE FORMATION. 

e LIVEX IMPROVES DIGESTION. ENHANCES 
ASSIMILATION. IMPROVES APPETITE. 

e LIVEX PROMOTES METABOLIC ACTIVITIES. 
PREVENTS HEPATIC DAMAGE. 

e LIVEX REGENERATES LIVER CELLS. 





APEX/887 





R LIVEX FOR HEALTHY LIVER. 





ger by 


GAN) BAN LABS PVT. LTD. 


RAJKOT-360004. 


MARKETED BY: 


BAN MARC PVT. LTD. 


RAJKOT - 360002. 


а 
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The classic Antispasmodic - Analgesic Medication 
backed by 
30 years of your valuable clinical experience 


Avataria 





n 


Presentation: 
Indications: Tablets : Foil pack of 10's in 


e Intestinal colics box of 10 strips 

e Renal colics Injections: 3ml ampoules in box 
e Biliary colics of 20's & 50's. 

e Primary Dysmenorrhoea Multidose 30ml vial. 





Manufactured in India by 
{ KHANDELWAL 
LABORATORIES LTD 


| 79/87, D.Lad Path, Bombay 400 033 
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Erythromycin Therapy 


ERYSAFE 
The Only Erythromycin Base In Enteric Coated Form 


e Superior to conventional erythromycin forms 

© Not destroyed by gastric acid 

e Superior absorption 

e Peak plasma levels even in the presence of food 


ERYSAFE 
The First Among Equals 


e Tonsillo-pharyngitis е Folliculitis 

e Tracheo-bronchitis е Impetigo 

e Pneumonitis e Furuncles 

e Otitis media e Acne vulgaris 


ERYSAFE 


Available as ERYSAFE 125 mg/250 mg/500 mg 


ERYSAFE 


The Erythromycin With 
Superior Dynamics 


For further information write to: 
U. S. VITAMIN (INDIA) LTD. 
Poonam Chambers 'B' Wing, Bombay 400 018. 
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'CONTAC-CC 


For colds associated with 








HEADACHE/FEVER NASAL CONGESTION COUGH 


=Phenyipropanolamine = Decongestant & potent 
Vasoconstrictive agent 


mNoscapine — Effective antitussive 
=Paracetamol = Antipyretic and analgesic 


Keeps the patient alert and active. 
No antihistamine drowsiness. 






SUMMARY OF PRESCRIBING INFORMATION 


Formula: Each ‘Contac’— CC tabule contains: Phenylpropanolamine НС | 

U.S.P 25 mg.. Noscapine I.P. 15 mg., Paracetamol І.Р. 450mg. Indica- 

tions: For the temporary relief of nasal congestion, headache, aches, pain and 
fever, and the suppression of unproductive cough, associated with соттоп 
cold, sinusitis and influenza. Dosage: For adults and children over 12 years. 
One ‘Contac’ - CC tabule 4 times a day. Warning : Do not give to children 
under 12 years. Do not use for more than ten days unless directed by the +]. 
physician or exceed the stated dose. Side Effects: Dry mouth, slight drowsi- | ? 
ness and nausea. Caution: Use with caution in patients with severe hyper- 1: 
tension, coronary artery disease, diabetes or thyroid disease. Caution shoul 
always be observed when prescribing for the pregnant patient, particularly in 
the first trimester. Contraindications: ‘Contac ~ CC tabules are contraindi- 
cated in patients under treatment with monamine oxidase inhibitors. 




















SKOF анн сее ^ available on request : P.B. No.2, 
ESIAYEF 

PHARMACEUTICALS 

© Eskayef Limited 


Licenced user of Regd. Trade Mark 


CC: AI: 89 


For ра tients on the move... 
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Geriforte',.. ...... 


the proven antistress 
adaptogenic 

now acclaimed in 
adjuvant oncotherapy 


In 65 patients with malignancy of cervix (stage lll) treated 
with Geriforte, adjuvant to radiotherapy and 
chemotherapy, results were significantly better with 
Geriforte as regards these parameters for evaluation of 
the antistress activity: 














[1 Mean weight loss [1 Mean hours of sleep 

L1 Mean period of toxaemia O Grade of loss of appetite 

О Mean decline in O Tolerance to chemo- 
haemoglobin titre therapy and radiotherapy 





Agarwal, Rekha, M.D., Senior Radiotherapist, presently Senior Resident, 
Radiodiagnosis, Sher-i-Kashmir Institute of Medical Sciences, Srinagar, 
Kashmir, Khare, A.K., M.D., Lecturer in Clinical Pharmacology, Sher-i- 
Kashmir Institute of Medical Sciences, Srinagar, Kashmir and Mathur, K.C., 
M.D., Professor in Radiology, B.R.D. Medical College, Gorakhpur, U.P. 
Probe (1986): 2, 135. 









PRESENTATION: 
Syrup : Pilfer-proof bottles of 200 ml 
Tablets: Sealed packs of 100 tablets 


& | THE HIMALAYA DRUG СО. 


SHIVSAGAR Е DR. ANNIE BESANT ROAD, BOMBAY 400 018 (INDIA) ® Regd. Trade Mark 
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Pulmonary problems in surgical patients 


Mohan Kumar T. 


Medical technology has advanced in leaps 
and bounds from where it was during World 
War II, but it was the point from where, we 
really had solid experience in post-operative 
pulmonary complications. We have now faci- 
lities and means to prevent most of the post- 
operative pulmonary complications. After 
surgery, due to simple pneumonia or simple 
respiratory failure, no patient dies now, but 
only due to multiple organ failure. Pre-ope- 
ratively, there is a need to identify the risk 
factors, assess their seriousness and provide 
adequate therapy to minimize complications. 


Risk factors 


A. Patient related factors: 


a. Age, obesity, physical debility, coma 
or unconciousness, smoking, alcohol, 
certain drugs. 

b. Cardio-pulmonary disease, infections 
& fever, bleeding or clotting disorders, 
allergies, acid-base disturbances, elec- 
trolyte disturbances. 


B. Procedure related factors: 


Emergency procedures, thoraco-abdo- 
minal procedures, extensive blood loss, 
hypotension. 


C. Other risk factors: 
Aspiration of gastric content, pulmonary 
embolism, risk of bleeding excessively. 
Pathophysiology 
]. Effect of post surgical pain: 
Any surgery which involves muscles of 


respiration (chest wall & abdomen) influences 


Dr. Mohan Kumar T., MD (Chest), AB (Trop. Med). Diplomate 
Resp. Path. Physiol (France), 

Consultant Pulmonologist, 

Chest Clinic, 

15, Cowley Brown Road, 

Coimbatore - 641 002. 
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respiratory function. A sudden deep breath 
or cough may cause pain and the patient will 
try to avoid these as far as possible which is 
like splinting the relative muscles. The patient 
may breathe in a low lung volume which leads 
to underventilation. This results in trapping 
of secretions in the lower lung leading to a 
atelectasis/pneumonia. V/Q — abnormalities 
develop, hypoxia will supervene, and an 
increased ventilatory requirement will occur, 
lung becomes less & less complaint. 


2. Treatment for pain leading to complications: 


Narcotics in low dose are beneficial but 
in high doses produce decrease in alveolar 
ventilation. In a patient with pre existing 
lung disease, a large dose may lead to res- 
piratory or circulatory failure. 


3. Anaesthesia: 


Almost all general anaesthetics (inhalation 
or I.V.) depress respiration. High doses of 
narcotics, prolonged apnoea from succinyl 
choline are worth mentioning. Hypothermia 
during anaesthesia is another complication 
because if untreated, can become really fatal, 
due to, increase in metabolic rate above the 
capability of ventilation or cardiac output. 


4. Pulmonary oedema: 


Due to always fluid overload. Care should 
be taken in elderly and in patients with cardio- 
pulmonary diseases who tolerate the fluids 
poorly. 


5. Distended abdomen: 


This leads to an elevated diaphragm and 
reduced lung volume. Very common cause 
for respiratory failure after surgery. 


6. Pneumothorax: 


The problem is propotional to the intra- 
thoracic volume involved. Suddenly eccuring 
hypotension after surgery should give sus- 
picion of tension pneumothorax unless other- 
wise proved. 
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7. Subcutaneous emphysema: 


Mainly in patients receiving intermittent 
positive pressure ventilation. Endotracheal 
perforation, mediastinal emphysema, pleural 
aspiration are the common causative factors. 


8. Increased metabolic demand: 


Fever and sepsis produce a restrictive 
effect in the lung eg: causes like peritonitis, 
interstitial pulmonary oedema etc., 


9. Bleeding: 


Increases the risk of respiratory failure. 
Decrease in pulmonary arterial pressure and 
pulmonary blood volume increases the dead 
space ventilation. A decrease in cardiac out- 
put reduce VD/VT and produce arterial 
hypoxemia. 


10. Aspiration pneumonitis: 


Greater risk in the patients who are un- 
conscious, semiconscious or debilitated and 
in patients who undergo emergency surgery. 
Aspiration produces air obstruction, chemical 
pneumonitis or secondary bacterial pneuo- 
monitis. 

Preoperative management 


1. Psychologic preparation 

2. Cessation of cigarette smoking 

3. Instruction for coughing, deep breathing, 
leg exercises 

. Bronchodilator therapy 

. Early mobilization 

. Control of infection 

. Weight reduction 

. Prevention of thromboembolism 

. Familiarization with respiratory therpy 
equipment 

10. Special diets 


© оо ч © tn LR 


A. Preoperative Evaluation of all patients: 


1. History: The past history is to be gone into 
always very carefuly. 


a. Smoking 

b. Chronic cough 

c. Chest pain, right heart failure (ankle 
swelling) 

d. Occupational history for occupational 
lung disease 


. Chronic respiratory diseases 

. Acute respiratory diseases 

. Medications 

. Any previous surgery or complications 
Drug sensitivity 
Neuro-muscular weakness 


— oS" M ua 


2. Examinations to be conducted routinely 


a. Physicial Examination 
Look for: 


1. State of nutrition 

2. Rales, wheezes, digital clubbing 

3. Movements of chest wall and abdomen 
4. Pursing of lips 

5. Thoracic cage deformities 


b. Chest X-Ray 


Look for: 


]. Hyper inflation - Asthma 

. Small lung fields - Heart failure, Ky- 
phoscoliosis 

3. Hila - for masses 

4. Mediastinum - for masses 

3 

6 


мә 


. Pleura - thickening 
. Vascular pattern - abnormality of vas- 
cular flow and aneurysms 
7. Calcification - for old PT 
8. Soft tissue lesions - Active lung lesions 
9. Bullae 
0. Flattening of the diaphragm 
1. Kyphoscoliosis 


c. Arterial blood gases: should be done in all 
lung disease patients 
Look for: 
1. Arterial hypoxemia 
2. Hypercapnia 


d. ECG: Look for: LVH, RVH, PH, MI, 
Block etc., 


e. Basic Pulmonary function studies 


In COPD & Bronchial asthma patients, 
this must be done routinely, as lung function 
plays an important role in psot surgical man- 
agement in anaesthesia. 


1. МУУ 5. MMFR 

2. FVC 6. PFR 

3. VC 7. FEV,/FVC 
4. FEV, 
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В. Evaluation during surgery 


Mainly to be done by the anaesthesiologist 
(asthma, oxygenation, retention of Co», etc.,). 
Thoracic surgery produces arterial PO, fall 
even upto 15 mmHg. Neurosurgery may 
produce depression of respiratory centre due 
to cerebral oedema. Complication rate is 
directly proportional to the duration of sur- 
gery. Any patient with very limited ventilatory 
reserve should be operated without premedi- 
cation if possible. Intubation & controlled 
ventilation is a must in these patients. 


C. Post operative evaluation 


Look for: 

1. Pulse, temperature variations 
. 2. Arterial hypoxemia 
3. Atelectasis 
4 


. Difficulty in weaning from mechanical . 


ventilation 
. Gastric aspiration 
. Thromboembolism 
. Pleural effusion 
. Bacterial pneumonias 
. Management of pain 
. Aspiration pneumonitis 


CO о OO — QN tA 
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Management of common complications 


1. Purulent sputum - Prescribe suitable 
antibiotics, chest phvsiotherapy. 

2. Purulent sputum with pneumonia - С 
& S of sputum and blood, chest physio- 
therapy. 

3. Atelectasis - physiotherapy, trans- 


broncheal toilet, bronchodilators, 
oxygen therapy, bronchoscopy & 
lavage. 


4. Congestive heart failure - furusemide, 
sodium & fluid restriction, digitali- 
zation if necessary. 

5. Sudden dyspnoea with or without pleu- 
ritic pain look for pulmonary embolism 
- anticoagulant therapy. 

6. Hypoxemia without- hypercapnia - 
PEEP should be started to keep Pao, 
above 60mmHg and FIO, below 60% 

7. Hypercapnic respiratory failure - venti- 
latory support 

8. Pneumothorax - if tension pneumo- 
thorax, immediate drainage. 


Thus a few of the problems have been enu- 
merated and the way to counter the same, in 
surgical patients who are prone or may end 
up with pulmonary complications during and 
after surgery. Total pulmonary evaluation 
in the pulmonary disease patients before any 
major surgery by a pulmonologist, minimizes 
the risk of post surgical pulmonary compli- 
cations. Today all major cities in India have 
pulmonary function equipment, trained chest 
physiotherapists, arterial blood gas estimation 
and the pulmonary complications can be 
reduced to the minimum possible, utilizing 
the facilities. 


Abbreviations used: 


V/O  -Ratio of 
in the lungs. 

VD/VT - Ratio of Deadspace (physiological) 
tidal volume in the lungs calculated 
usually as Pa Со, - PE Co, 

Pa/Co, 

- Maximal voluntary ventilation 
volume of air breathed during maxi- 
mum breathing efforts during a 
specified time period. Eg: MVV¢o 
- MVV at a breathing frquency 
of 60 minute. 

- Forced vital capacity. The maxi- 
mum volume of air forcibly expired 
from the maximum  inspiratory 
position. | 

- Vital capacity - Maximum volume 
of air expired from the point of 
maximum inspiration. 

- Culture & Sensitivity. 

- Positive and expiratory pressure 
used in ventilators to increase small 
amounts of airway pressure to be 
added at the end of expiration. 

- Oxygen concentration - Partial 
pressure of oxygen dissolved in 
aterial blood i.e. a measure of 
oxygen delivery to blood by the 
lung (85 - 100 mm Hg). 

- Fractional inspired oxygen con- 
centration/percent of oxygen in 
the air the patient is breathing. 

- Timed forced expiratory volume 
in one second of the forced vital 
capacity. 


ventilation/perfusion 


MVV 


FVC 


VC 


C&S 


PEEP 


PaO, 


FIO, 


FEV, 
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= MMFR - Maximal mid expiratory flow rate 


in middle half of vital capacity 
curve detects easy narrowing of 
small airways. 


PER -Peak expiratory flow L/minutes. 
The maximal expiratory air flow 
that a patient can generate after 
full inspiration. 
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* * * 


Opioid peptides cause symptoms in liver disease 


Opioid peptides are the naturally occurring counterparts of opiate drugs. The: con- 
centrations of two of these peptides, methionine enkephalin and leucine enkephalin, 
are raised in the plasma of patients with liver disease. To determine whether increased, 
opioid peptide activity contributes to some of the clinical manifestations of liver disease, 
Thornton and Losowsky gave nalmefene, a specific opioid antagonist, to 11 patients 
with cirrhosis. They all suffered an immediate opioid withdrawal reaction. The nine patients 
with primary biliary cirrhosis experienced considerable relief of their intractable itching 
and became less tired, and in eight of them jaundice was modestly reduced. The authors 
conclude that blocking opioid receptors alleviates some of the metabolic disturbances 


of liver disease. 


(BMJ Vol. 297 Dec. 1988) 


* * * 





THE ANTISEPTIC e AUGUST 1989 


Imu IU... 


THE ULTIMATE COMBINATION 
FROM BOTH WORLDS 


INDICATIONS : 

Viral hepatitis. 

Toxic hepatitis including 
drug induced hepatitis and 
alcoholic hepatitis. 

Loss of appetite. 
Indigestion. 

Chronic cholecystitis. 


DOSAGE : 
l to 2 tablets, 3 times a day. 


PRESENTATION : 
Container of 60 sugar coated 
tablets. 






PROTECTS THE LIVER 
60 Coatec Tablets 


The drug of choice for rapid recovery 
from viral hepatitis,inflammatory апа 
toxic disorders of the liver. 


Contains time honoured Ayurvedic 
ingredients fortified with BOLDO and 
HATHICHOKE introduced for the first 
time in India. 








A29 


BOLDO contains 
Boldine which has 
choleretic and 
antispasmodic actions. It 
stimulates appetite, and 
promotes digestion. 


HATHICHOKE 

contains Cynarine 

and is a French 
Pharmacopoeia! drug. 
Besides choleretic action, 
it stimulates the 
detoxicating functions of. 
the liver and produces a 
favourable influence on the 
regeneration of the 

liver cells. 
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heals infected lesions with 
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soframycin 
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Where pain is too i urgent a problem to be 
anti-inflamm atory drugs alc 


- 


— (ibuprofen 400 mg & paracetamol 325 mg)— 
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—— the patient’s urgent demand for 
relief from pain 
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to control inflammation 
effectively & safely. 


for further information write to: ROUSSEL @ 
Roussel Pharmaceuticals (1) Ltd., D Shivsagar Estat . А.В. ‚ ВОМВАҮ 400 018 
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Predicting prognosis and 


Tripathy B.S. 


Brain is the most sophisticated organ 
and the master computer of the human body. 
Injury of the brain is associated with higher 
morbidity. Social impact of head injury is more 
on families and relatives as such patients lie 
comatose for a prolonged period in bed in the 
neuro-surgical ward. Friends and family 
members are keen to know about the progno- 


Sis of such a patient as they are put under 


great financial and physical strain. But it is 
difficult to predict outcome in each individual 
case as various parameters affect the ultimate 
outcome including post-traumatic complicat- 
ions and sequelae. However, ultimate out- 
come depends upon degree of neuronal 
damage. 


In the modern world, the roads have 
become the largest war fields and the fast 
moving vehicles are bullets taking away several 
valuable lives every minute. 


Accidents are the commonest cause of 


. death till the age of 45 years and majority 


P 


of such deaths are due to head injuries (Eilliot 
1966). Such high mortality with head injuries 
always prompt the attendants of the injured 
to ask the surgeon, “Is he going to survive? 
If so, will he fully recover?” Hippocrates said - 
“It is impossible to make all sick well". The 
famous statement of Nicholas Senn (1896) 
- “No injury of the skull is too extensive to 
be despaired of and none too slight to be 
ignored”, still holds good today inspite of 
tremendous advances in the field of neuro- 
sciences. 


If we have a method by which we сап. 


predict the outcome, more effort can be use- 
fully concentrated on patients who are likely 


to recover and recover well. So emphasis will 
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outcome in head injury 


be made on elucidation of prognostic factors 
commensurating with the clinical course. 


In this article, various parameters like 
clinical history and first aid factors, bio- 
chemical factors, non-clinical parameters 
and investigative prcedures like C.T scan 
etc; have been discussed in elucidating the 
prognosis of head injury cases. 


Clinical parameters: 


1. Blood Pressure: Systolic BP below 90 mm 
has a bad prognosis. 

2. Age:- Prognosis is good in a person below 
20 years of age. Persons above 60 years of 
age have bad prognosis because several 
other metabolic problems like heper-ten- 
sion, diabetes mellitus etc. play a rale. - 

3. Eye movements: Poor outcome increased 
from 31% with patients of intact eye move- 
ment to 64% with impaired functions. - 
Absence of eye movements in cases, had 
95% mortality. , 

4. Motor response: 34% of group obeying 
commands showed poor outcome whereas 
85% with extensor posturing had bad 
prognosis. | 

5. Pupillary size and reflexes - 95% with 
non-reactive pupil had poor outcome. 

6. Brain stem signs - Absence of Doll's eye 
phenomenon with берега ЖЕЙМ 
are bad prognostic signs. UT 

7. G.C.S.:- G.C.S. less than 8 has bad pro- 

. gnosis. Jennet and Teasdale (1974) in 
Glasgow devised a scale for assessment 

- of head injury cases. 


Glasgow Coma Scale (G.C.S) 


a) Eye opening 
Spontaneous 4, To 
None-1. 2 

b) Verbal response- 
Orientation-5, confused conversation-4, 
Inappropriate words-3, Incomprehensive 
sounds-2, No response-1. 

c) Motor response- ’ 
Obeys-6,  Localises-5,  Withdrawals-4, 
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speech-3, To pain-2, 


+ 


Abnormal flexion-3, Abnormal exten- 
sion-2, No response-1. 

Assessment of outcome is also done as 
per Glasgow outcome scale. 


Glasgow outcome scale (Jennet and Teasdale, 
1976) | 


a) Persistent vegetative state (PVS) absence 
of adaptation to environment, absence of 
speech or mental function with occasional 
spontaneous eye opening. 


b) Severe disability (S.D) Dependent on 
other's care for daily living with physical and 
mental handicap. 


c) Moderate Disability (M.D) Independent 
self care, but unable to return to previous 
occupation. 


d) Good recovery- They return to previous 
occupation with minor neurological or mental 
defects. 


e) Death. 
History and treatment: 


1. Degree of neuronal injury of the brain is 
most important criteria. 

2. Time gap between injury and treatment 
or surgery-If it is long, it may adversely 
affect the prognosis. 

3. Distance from the place of injury to hos- 
pital- If long, may adversely affect prog- 
nosis. 

4. First Aid treatment:- Nature of First Aid 
received on the spot may affect the prog- 
nosis. Hypoxia must be prevented during 
transport. 

5. Definitive treatment: Nature of definitive 
treatment, efficacy of neurosurgical team, 
adequate surgical facilities, nature of 
intensive care and post-operative ward 
management including nursing skill directly 
affects the prognosis. 

6. Other associated injuries:- Fracture ribs, 
chest injury, severe blood loss all adversely 
affect the prognosis. 


Biochemical parameters: 


1) Transaminase estimation:- Estimation of 
GOT and GPT in serum and CSF if shows 


gradual increase on Day 1,3 and 7 indicates 
worsening prognosis. 


Normal value of CSF-GOT is 5 Iu/MI and 
CSF-GPT 4.8 Iu/MI and serum GOT value 
is II Iu/MI and GPT value is 8.2 Iu/MI. 


Difference of serum: CSF GOT and GPT 
value is more significant than their absolute 
values alone. (GOT-Glutamix oxaloacetic 
transaminase, GPT-Glutamic pruvic transa- 
minase) 


2) Lactic acid estimation: Normal CSF and 
Serum values are as follows- Normal CSF 
Lactate- is 10.3 mg%. 


Normal serum Lactate is 11.3 Mg % (Sood 
et all, 1979) cases with CSF Lactate above 
40 mg% die. If patient recovers, CSF Lactate 
value reduces and PH becomes normal. 


3) Lactic dehydrogenase - Increased value 
indicates poor prognosis. 


4) Serum and CSF creatinine phosphokinase- 
raised values indicate worsening prognosis. 


5) a. Serum fibrinogen level- Normal 250- 
400 Mg% 

b. Estimation of F.D.P. (Fibrin de- 
gradation product) by Tyrosine method 
and Ethanol gelatin test. | 

c. Estimation of B.T. and C.T. (Bleeding 
time and clotting time) 

d. Prothrombin time | Normal 18-20 

Seconds 


Brain tissue is rich in tissue thromboplastin. 
After neuronal damage, D.I.C (Disseminated 
intravescular coagulation) occurs as а result 
of which changes occur in above parameters. 


6) Serum myelin basic protein- if rises it indi- 
cates poor prognosis. 


7) CSF - Cyclic adenosine 3-5 monophosphate 
(CAMP) Normal value-22nm. If level is below 
6nm for more than 10 days, normally patients 
die. If above 15nm-patients recover. Plasma 
level of CAMP is normal in head injury. 


8) Urinary excretion of 3 methoxy-4-hydroxy 
phenyl glycol increases in proportion to the 
degree of severity of head injury. 
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Non-clinical parameters: 


1) L.C.P. - Value above 20 mm Hg indicates 
bad prognosis. 

2) E.E.G. - Standard EEG is not useful on 
days 3, Somatosensory and on day 14 SER 
and autitory brain stem responses were signi- 
ficantly related with outcome using spectral 
analysis and multi-modality evoked response. 
3) CBF and CMRO,- Cerebral blood flow 
measurement with cerebral oxygen consump- 
tion shows wide variation on acute phase of 
strauma. 

4) Caloric test - Absence of brainstem reflex 
and caloric phenomenon are bad signs. 

5) C.T. Scan- Virginia group used CT data 
including evidence of mass as one of the scor- 
ing parameters. i 


Extradural haematomas if treated ade- 
quately by surgery have good prognosis. 


Acute subdural haematomas have bad 
prognosis as it is always associated with severe 
intrinsic brain damage. 


Intracerebral clots if evacuated and situ- 
ated at polar regions have good prognosis 
if treated by surgery. Chronic subdural 


* * * 


Sweet's syndrome 


haematonmas have good prognosis if detected 
and treated early. 


After 3 days following head injury brain 
begins to assume a decreasing role in causation 
of death. Associated injuries and complicat- 
ions take the upper hand. 


So taking clinical, biochemical, non-clini- 
cal and investigative parameters into consi- 
deration, one can predict the outcome and 
prognosis to a considerable extent. 
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* * * 


Sweet described a dermatosis characterised by tender erythematous plaques and 


а dense dermal, perivascular infiltrate consisting predominantly of polymorphonuclear 
leucocytes often with nuclear dust. Patients with Sweet's syndrome have leucocytosis 
of peripheral blood and usually a concurrent fever. Other systemic features include a 
raised erythrocyte sedimentation rate, arthritis, myalgia and ocular signs. 


Infection may be an aetiological factor, and the onset is often preceded by an 
upper respiratory tract infection. In 10% of patients acute myeloid or myelomonocytic 
leukaemia is present, and Sweet's syndrome has also been recorded in patients with 
subacute lupus erythematosus, Sjogren's syndrome, and subacute thyroid disease. Its 
occurrence. with ulcerative colitis has been reported in three patients, including one of 
Sweet's original patients. Crohn's disease and ulcerative colitis may be similar clinically, 
especially if Crohn's disease is confined to the distal colon. 


Although concurrence of Sweet's syndrome and Crohn's disease may be coincidental, 
the presence of the syndrome in two patients with active Crohn's disease suggests 
a causal link. 


(BMU Vol. 297 Dec. '88) 


* * * * * * 
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Preventive effect of indigenous drugs in ischemic 


Heart diseases 
Nisteswar K. 


Ischemic heart disease is the number one 
killer in the United States and rest of the West- 
ern World. Among all heart diseases the 
coronary insufficiency, angina pectoris and 
myocardial infarction are some of the commo- 
nest conditions causing high mortality and 
morbidity in most of the countries. The risk 
factors associated with heart attack are obe- 
sity, hypertension, increased cholesterol, 
diabetes mellitus and emotional stress. Emot- 
ional stress is the most important exciting 
factor for the development of this disease. 
The psychic stress not only causes neuro- 
humoral changes, but also results in various 
metabolic changes. Severe stress also leads 
to marked increase in the serum cholesterol 
level. Chronic emotional strain can hasten 
the development of atherosclerosis and coro- 
nary thrombosis especially in such people 
who take diet rich in fat, who resort to exces- 
sive smoking or also are already the suffering 
from hypertension or diabetes mellitus. 
Obvious factors in affluent community of 
modern cities are over eating and little 
physical work. It is not clear, however. 
whether treating risk factors (Eg. obesity, 
diabetes mellitus, hypertension) or eliminating 
them (Eg. Smoking) will prevent further 
progression of disease and increases survival 
rate in persons with pre-existing coronory 
disease. Emphasis should therefore be given 
in prevention. 


In ancient Indian medical literature plenty 
of references are available regarding the cli- 
nical manifestations of various cardio-vas- 
cular disorders. Susruta and Charaka (1000 
B.C) described Hrichchula and apatantraka 
diseases which can be interpreted as angina 


Dr. Nisteswar K. M.D., (Ay) FIAHPS., 
Govt.Ayurvedic college, 
Vijayawada. 


Specially contributed to “The Antiseptic” 


pectoris and myocardial infarction respecti- 
vely. The conditions like Dhamani pratichaya 
and Srotolepa described in Ayurvedic classics 
no doubt predispose the conditions likeathero- 
sclerosis. The aetiological factors of. these 
conditions include Soka (Grief), Krodha 
(anger) Bhaya (Fear) Chinta (Anxiety) etc. 
Charaka mentioned the risk factors like little 
physical work, obesity, excessive eating etc. 
for prameha (Diabetes and allied diseases). 
These risk factors and the risk factors ment- 
ioned for coronary heart diseases in Modern 
Medicine are almost same. Some of the indi- 
genous drugs that were mentioned in the 
various Ayurvedic classics for the management 
of cardiat disorders have been proved to 
possess significant anti-anginal, thrombolytic, 
hypolipidemic, hypocholesterolemic, hypo- 
tensive and AYP ET actions in recent 
researches. 


Indigenous drugs with antianginal and hypo- 
cholesteraemic effect: 


Inula recomosa Linn was tried and 
observed to have an immediate action on 
Ischemic pain (Sharma et. al. 1986). The drugs 
like Commiphore mukul Engl; Carum copti- 
cum Benth, Alium ascaloicum and Terminalia 
Chebula Retz, have shown hypocholestero- 
lemic property. The Oleo-resin of Commi- 
phore mukul proved to be a potent hypo- 
cholesterolemic, hypolipidaemic, anti-athero- 
sclerotic agent both in clinical as well as in 
experimental studies (Satyavati 1966, Tripathi 
1966, Dwarakanath and Satyavati 1970, Arora 
et.al 1973 and Gupta et.al 1974). The oral 
administration of fraction A of petroleum- 
ether extract of gum guggulu brought about 
signifiant reduction in serum cholesterol and 
serum total lipids over a treatment period of 
21 days and the results compare favourably 
with the effect of Clofibrate or Serum lipids 
(Kuppurajan et.al 1978). Carum copticum 
(Ajova seeds) is usually added in various 
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edible foods and a well known kitchen item 
of every Indian. In the experimental studies 
seed powder was fed to normal albino rabbits 
for four weeks and hypocholesterolemic, 
hypotriglyceridemic and  hypophospholipi- 
demic effects were observed from the first 
week itself (IIMR, Vol. 83, Jan. 1986). 
Allium sativum (Garlic) and A.ascalonicum 
have shown significant anti-coagulant and 
fibrinolyic activities by virtue of increasing 
. whole blood coagulation time, prothrombin 
time and fibrinolytic activity. In addition to 
it A.ascalonicum (Garlic) also possess signi- 
ficant hypocholesterolemic property (JRIM, 
Vol.I, IX. No.4) Terminalia Chebula (Myro- 
balan) fruit powder showed reduction in 
Serum lipid levels without reduction in body 
weight (CCRIM, Annual report 74-75). Plan- 
tago ovata (Isapgul) also possesses hypo- 
cholesterolamic and — hypotriglyceridemic 


property. 
Indigenous antihypertensive agencies: 


Shigru. (Moringa pteriogosperma) signi- 
ficantly reduces the blood pressure by adre- 
nergic nuerone blocking mechanism. Shan- 
khapushpi (Convolvaluse Pluricaulis) acts 
as anti-hypertensive and antiaxietic by reduc- 
ing the level of plasma cortisol and urinary 
catecholamines. The  Chloroform extract 
of Acorus Calamus was studied for its effect 
on behavioural changes in conscious rats, 
rabbits, mice and monkeys. It was observed 
that the compound possessed dose dependent 
calming effect in all these animal species. It 
also offered protection against terecan, 
escamine, harmine, amphetamine and cardio- 
zol induced restlessness, increased locomotor 
activity and convulsions. It was also found to 
possess potent analgesic and anti-inflam- 
matory action (CCRIMH Annual reports 
1977-78). Withania sonnifera, provided sig- 
nificant relief in symptoms of anxiety nuerosis 
besides a quantitative reduction in anxiety 
level and neuroticism (R.H Singh et. al. 1980). 
Both these drugs (A. Calamus and W. Somni- 
fera) are highly useful in controlling anxiety 
and plays a significant role in the management 
of cardiac neurosis. In cases of insomnia with 
giddiness drugs like Palandu (Aliumcepa), 
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Kokilaksha (a.longifolia) and Jatamamsi 
(Nardostachys jatamamsi) are useful. Bhrin 
garaj (Eclipte alba) is very effective in hyper- 
tensive headaches. 


Indigenous hypoglycaemic agents: 


Gymnema sylvestre, Inula recemosa, 
Tinospora cardifolia, Pterocarpus marsupium 
and zingeber officinale can be used as hypo- 
glycaemic agents indiabetics for prevention 
of THD. In a clinical study root powder of I. 
recemosa was administered in the dose of 1 
tsp T.D.S for a period of 3 months and res- 
ponse was estimated on the paramaters of 
Joslin's Clinica. It has shown significant hypo- 
glycaemic action. 


Aspirin & Onion: 


The role of aspirin in the prevention of 
coronary heart diseases has been highlighted 
once again in recent times. Aspirin taken in 
high doses for atleast two weeks reduces the 
raised serum cholesterol level. It also prevents 
platelet aggregation and curtails clot format- 
ion in blood vessels. These actions prompted 
aspirin as a suitable agent for prevention of 
heart diseases. The adverse effects of aspirin 
are gastric bleeding and allergic reactions. 
It is the commonest drug to cause asthma. So 
it is desirable to search for another drug which 
is equally potent and devoid of side effects. 
Jain (1971) believes that in Rajasthan where 
most of the population take onion as a major 
part in the form of vegetable in their diet, the 
incidence of coronary heart disease is less 
in comparison to the communities which do 
not take onion in their diet due to some re- 
ligious reasons. Gupta et al (1966) have shown 
an increase in fibrinolytic activity of blood 
after ingestion of onion. Garlic was also found 
to possess similar action. It is advisable to 
take onion or garlic regularly in the diet for 
prevention of IHD. Phyllanthus emblica 
(Indian Goosberry) has high Vit. C content. 
Dattey et al (1988), in an experimental study, 
in which rabbits were fed with ascorbic acid 
noted that it was a good hypocholesterolemic 
anti-atherogenic agent. The powder of P. 
emblica if taken regularly will have a prevent- 
ive role in other osclerosis and Ischemic heart 
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disorders. The drugs like Piper longum, Sida 
Cardifolia, Abutilon indicum shown immuno- 
enhancing properties. These drugs probably 
have a role in preventing senility changes in 
all organs of the body including coronary 
arteries. 


The indigenous drugs like gum guggulu, 
Inula racemosa, T. Arjuna or the compound 
preparations like Navaka Guggulu or Yo- 
garaja Guggulu (in the dose of 2BD) may be 
taken regularly for prevention of Ischemic 
Heart disease. 
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Bespoke mice 


Vijendran N & K Radha Shanmuga Sundaram, Effect of 
an isolate from gymnema sylvestre R.Br. in the control 
of Diabetes mellitus and the associated Pathological changes, 
Ancient Science of Life, Vol. VII, Nos. 3 & 4, P. 183-194. 


А mouse that has the human ras oncogene inserted into its genome by genetic 


engineering techniques has become the first genetically altered animal to be patented. 
The patent is owned by Harvard University and the mouse, which costs five to 10 times 
as much os an ordinary laboratory mouse, will be sold by Du Pont. Because the 'on- 
сотісе' also carry a mouse mammary tumour virus promoter they develop a human 
breast cancer in the first feu months of life, which makes them a novel model for testing 
drugs agoinst human cancer. 


(BMJ Vol. 297 December 1988) 


* * * * * * 
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Atrial Fibrillation 


Atrial fibrillation is one of the commonest 
recognised supraventricular tachycardias, 
occurring in about 4% in all cardiac patients, 
and about 40% in patients with congestive 
heart failure. Risk factors include rheumatic 
heart disease, coronary heart disease and 
congestive failure. Precipitating factors in- 
clude acute myocardial infarction, alcohol 
intoxication, lung infections, physical exer- 
tion, surgery, anaesthesia, stroke and pul- 
monary embolism. Atrial fibrillation in myo- 
cardial infarction patients results from is- 
chemia of the atria or sinus or AV node, heart 
failure and atrial enlargement, changes in 
autonomic tone, pericarditis and drugs like 
digitalis and beta agonists. The episodes 
usually develop during the first 72 hours fol- 
lowing coronary occlusion and is common in 
older patients. 


The presentation can be paroxysmal, of 
varying types:- (i) One single transient epi- 
sode called AF by occasion, or lone atrial fibril- 
lation occurs in the absence of overt cardiac 
disease. It may develop after emotional or 
physical exhaustion, coughing, vomiting, 
sudden assumption of standing posture or 
overindulgence in food or alcohol. (ii) One 
or more relapsing episodes leading to chronic 
atrial fibrillation and (iii) Paroxysmal atrial 
fibrillation proper, characterised by several 
recurrent episodes with or without underlying 
etiology or triggering factors. 


Atrial fibrillation results in loss of atrial 
transport of blood to ventricle during the 
cardiac cycle. This accounts for a 20 - 3096 
decline in cardiac output in otherwise normal 
people and more, in patients with heart dis- 
ease. This loss of "atrial kick" is very im- 
portant in patients with an already decreased 
ventricular compliance (diastolic stiffness) 
like hypertrophic cardiomyopathy, severe 


* * * 


aortic stenosis, previous infarction and hyper- 
tensive heart disease. 


One of the hazards of atrial fibrillation 
is the increased risk for thromboembolism. 
Thrombi formation in non-contracting atria, 
increased haematocrit and other factors may 
play a role. In chronic atrial fibrillation, the 
only significant risk factor for stroke is the 
underlying atiology of fibrillation and not 
age, sex or degree of cardiac failure when 
fibrillation sets in. Mortality with atrial fibril- 
lation, however, is related to the presence of 
associated overt cardiac failure, thrombo- 
embolism, abnormalities of coagulation and 
age. 


Paroxysmal atrial fibrillation commonly 
reverts to sinus rhythm spontaneously. Thera- 
peutic intervention, when needed consists 
of dc cardioversion, facilitated by the follow 
up use of type I anti-arrhythmic drugs like 
quinidine, procainamide апа  flecainide. 
These drugs are started preceding electrical 
reversion by a couple of days. The larger the 
amplitude of the *f" waves on the ECG the 
easier and more likely will be the reversion 
to sinus rhythm. Amiodarone is effective in 
maintaining sinus rhythm following cardio- 
version even in refractory patients and is also 
effective for longterm maintenance. Its side 
effects however, are major constraints. I.V. 
procainamide infusions can be useful in hos- 
pitalised patients. Verapamil (i.v. or oral), 
diltiazem, digoxin or beta blockers can be 
used to slow the ventricular response in 
patients with atrial fibrillation and rapid 
ventricular rates. Short duration of illness, 
absence of or minimal atrial dilatation, large 
"f" waves in the ECG absence of left ventri- 
cular failure and younger age favourable 
influence response to treatment. 


(Dr. N. Hariharasubramanian M.D., Ph.D) 


* * * 
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Antacid/Antiflatulent 

that provides 

e Maximum 
~ Neutralising capacity 
~ Buffering capacity 
= Defoeming activity 

e Minimum Sodium content 


Contains Thiamine Prop yl 
Disulphide (T.P.D.) the long 
acting salt of Vitamin B, 
which also has analgesic 
action for neuromuscular 
disorders. 


Vitamin B-Complex with a 
difference, because it contains 
T.P.D. a more effective form of 
Vitamin B,. Provides Vitamins 
B-Complex and C in 
therapeutic dosages of one 
tablet a day. 


One tablet a day provides 11 
Vitamins and ó trace elements 
including Zinc, Iron and Copper. 


Today's No. 1 anthelmintic in 
efficacy and safety. 

e Single dose therapy 

e Broad spectrum of action 

e Recommended by W.H.O. 
e Safe 


e The complete anti common 
cold preparation for total 
control of symptoms. 

e Provides prompt symptomatic 
relief. 


Correspondence 


Dr. Ch. Hanmanth Rao, 
М.О. Govt. Civil Dispensary, 
Eligaid - 505 525. 

A.P. 


О: We the practitioners at rural areas, are 
getting suicidal and accidental poisoning 
cases with the following pesticides and ferti- 
lizers. Kindly give signs and symptomatology 
and management of these cases. 


1. Urea, 2. Calcium Phosphate, 3. Zinc Phos- 
phate, 4. Ammonia, 5. Cement. 


A: I. Ammonia: Injures cells directly by alka- 
line caustic action and causes extremely pain- 
ful irritation of all mucous niembranes. 


Symptoms and signs: When ingested orally, 
produces sense of intense heat and burning 
pain in the throat, oesophagus and stomach. 
Perforation of stomach is common. In addit- 
ion owing to the volatile nature of liquid 
ammonia, the nose, respiratory tract and 
the eyes are specially involved. There may 
be sneezing, coughing, dyspnoea, cyanosis 
and visual disturbances. 


Fatal dose: 0.5% ammonia gas in air is lew 
minutes. 30 mg of 25% ammonium hydroxide 
by ingestion. Sudden death may result from 
spasm of glottis. Death may occur within 24 
min from shock and in one week from bron- 
chopneumonia and later from complications 
like stricture oesophagus 


Treatment: Similar .o treatment of caustic 
soda or potash. Damage to eyes may be serious 
or permanent after recovery of other effects. 


1. Stomach tube and emetics are contra indi- 
cated. Weak acids such as vinegar, lemon 
or orange juice should be given to neutra- 
lise the alkali. 


2. Inj. Morphine 15 mg. im. to combact pain. 
3. I.V. fluids to correct fluid loss. 


4. Corticosteroids for shock and to prevent 
oesophageal stricture. 


5 Tracheostomy may be necessary if there is 
acute oedema of glottis. 


II. Cement: Inhalation produces symptoms 
of silicosis. 


Symptoms and signs: Often the worker is not 

aware of any distress until the pathological 

process in the lung has become extensive. The - 
first symptoms are shortness of breath on 

exertion, unproductive cough and tachy- 

cardia. Chest expansion is diminished. 


X-ray shows evidence of arborization and 
discrete mottling of both lung fields. As the 
disease progresses, dyspnoea becomes mar- 
ked, chest expansion more restricted, cough 
more frequent and productive. Chest assumes 
barrel shape characterstic of emphysema. 
Pulse accentuated and the heart sometimes 
dilated. Changes to auscultation and percuss- 
ion sounds not always present. Asthmatic 
symptoms are present with eosinophilia. 


Onset and duration: Continued exposure is 
necessary. Usually symptoms appear in six 
months. The prognosis is poor in those who 
develop P.T. 


Cause of death: Right heart failure or tuber- 
culosis or asphyxia from diminished pulmo- 
nary tissue. 


Treatment: Removal from dusty environment, 
light work, treatment of TB. 


III. Calcium Phosphate (Quadribasic) 


Symptoms and signs: In powdered form it is 
used as a fertilizer. The inhalation of this dr st 
may cause oedema of glottis, laryngitis an« a 
high incidence of pneumonia with a large 
percentage of fatalities. This pneumonia is not 
a chemical pneumonia but prably an infection 
favoured by injury and decreased resistance 
to infection of upper respiratory passages 


Treatment: Similar to other infective forms 
of pneumonia. 
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Correspondence 





IV. Zinc compounds (Fatal dose: 15 G) 


Symptoms: Corrosion of lips and mucous 
membrane of the mouth by zinc salts in solut- 
ion. Pain and burning sensation in the mouth, 
throat and stomach. Retching, salivation with 
incessant vomiting of blood stained vomitus, 
severe thirst, difficulty in swallowing, tenes- 
mus, and bloody stools, rapid pulse and res- 
piration, dilatation of pupils, epileptiform 
convulsions, paralysis of voluntary muscles, 
coma and death. | 


Treatment: 1. Keep the patient prone and 
warm. Apply heat to the abdomen. 

2. If vomiting has not begun - emetic of 2-3 
teaspoonful of mustard or salt in a glass of 
tepid water given and repeated until vomiting 
occurs. More may be swollowed and vomited 
to cleanse the stomach. 

3. Strong tea as a drink or tannic acid. 

4. Milk and egg white beaten with water as a 
drink. 

5. Morphine Inj 15 mg/IM to relieve pain. 

6. I.V. fluids. 

7. B.A.L. 


V. Urea: 


Symptoms and signs: A state of apathy and 
prostration follow oral administration of doses 
of 100 g. Excessive urea may produce acute 
or chronic poisoning. Dose of 110-250g causes 
death within 1 1/2 hrs. 


Nausea, vomiting, headache, electrolyte 
disturbances, ammoniacal odour of breath, 
insomnia, restlessness, muscular twitchings, 
convulsions and delirium may occur. Hyper- 
tension, neuritis, neuroretinitis and consti- 
pation may be present. Dryness of mouth, 
stomatitis, diarrhoea, ulcerative colitis, 
membranous lesions of larynx and trachea, 
fibrinous pericarditis indicate widespread 
damage to tissues. ; 


Treatment: in the line of uraemia. 
(Dr. S. Vembar) 


* * * 


Dr. Ramakrishnan, 
Govt. Hospital, Nellikulli. 


Q: Please tell me the cause of the disease 
“Tridocyclitis” and its main symptoms, line of 
treatment and the reason for its relapse, and 
what care should be taken to avoid the relapse. 
What will be the trauma of the disease? 


A: Anterior uveitis or iridocyclitis is the 
inflammation of iris tissue and ciliary body. 
This disease has multiple etiology and known 
symptomatology. The incidence is 12 per 1 
lakh per year. 10 to 15% of the total blindness 
in the United States is due to uveitis. Etiology: 
In 30% is unknown. The common symptoms 
are pain in the eye, redness, photophobia, 
defective vision. The most characteristic signs 
are keratic precipitates and aquous flare, when 
examined in the slit lamp. Posterior synechiae 
leading to irregular pupil will be invariably 
present. 


There are many syndromes associated 
with iridocyclitis. The common systemic dise- 
ases associated are syphilis, T.B., sarcoidosis, 
ankylosing spondylitis, psoriasis, rheumatic 
fever, onchocerciasis. 


Of late, connection between HLA and 
iridocyclitis have been studied. It has been 
found out that people having B-27 are more 
prone to develope this disease. In HLA posi- 
tive iridocyclitis, the symptoms are very severe 
and recurrences are more frequent. As per the 
latest reports, a patient having iridocyclitis of 
unknown etiology and positive B-27 type, he 
can be assured that there is no underlying sy- 
stemic disease except ankylosing spondylitis.. 


From the treatment point of view, in our 
country, T.B should be ruled out. Immuno 
suppressive agents will specifically suppress 
the lymphocytes involved inflammation. 
Indomethacin, Ibubrufen and corticosteriod 
are drugs of choice. Specific disease like, T.B. 
leprosy, syphilis, toxoplasmosis should be 
treated. In resistant cases, cyclophosphamide 
is tried. | 

(Dr. Baskara Rajan) 
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TO SUIT INDIVIDUAL NEEDS 
DOSAGE FORMS TO CHOOSE FROM 


1. TENOLOL tabs (Atenolol 100 mg) 3. TENORIK tabs (Atenolol 100mg + 
Chiorthalidone 25mg) 


2. TENOLOL - 50 tabs. (Atenolol! 50mg) 4. TENORIK -50 tabs (Atenolol 50mg + 
Chlorthalidone 12.5mg) 


IPCA LABORATORIES PVT. LTD. 
BOMBAY-400 067 
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Nutrition and Cancer 


Great interest has been focussed on the 
relationship between nutrition and cancer. 
The two principal aspects relate to food and 
materials ingested with food as causative 
agents, and to the role of nutritional support 
as therapy, especially in patients with malig- 
nant cachexia. 


Neoplasm is a multi-event process with 
distinct initiation and promotion phases. 
Chemicals and food components have been 
implicated in both sequences. Recent evidence 
suggests that up to 50% of all cancers may 
be diet related. A linear relationship exists 
between obesity and the incidence of colon. 
breast, prostate and gallbladder carcinoma. 
Mortality rates for colonic and breast cancer 
are strongly correlated with consumption 
of fat per head of population, while alcohol 
intake has long been associated with cancer 
of the mouth, pharynx, larynx, oesophagus 
and liver. However, an inverse relationship 
has been found between vitamin A intake 
and ca.cers of the bladder and gastro-intesti- 
nal tract. Low vitamin C consumption is asso- 
ciated with cervical dysplasia, and in Iceland 
with gastric cancer and in Iran with oesopha- 
geal cancer. Vitamin E is an important 
intracellular anti-oxidant but its role in the 
pathogenesis of cancer is undefined. In addit- 
ion, serum selenium levels are depressed in 
cancer patients and there is suggestive evi- 
dence for an inverse correlation between 
serum levels and the incidence of breast and 
colon cancer. Other miscellaneous factors 
implicated in the aetiology of cancer include 
certain nitrosamines, polycyclic aromatic 
hydrocarbons and heterocyclic aromatic 
amines, opium tars, pickled foods and salted 
or smoked foods. The search for naturally 
occurring food carcinogens had extended to 
Studies of nuts as sources of aflatoxins which 
produce liver cancer, hydrazines in mush- 
rooms and bracken fern, cycasin in cycad nuts 
and capsaicin in chillies, which have been 
implicated in lung cancer. However, there is 
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little, if any, direct evidence for a link between 
dietary constituents and human cancers. 


Today, over a hundred chemicals have 
been linked to the inhibition of tumorigenesis. 
The ascorbates in citrus fruit inhibit the for- 
mation of N-nitroso compounds. Other 
naturally occurring substances include pheno- 
lic acids in nuts and grapes, indoles in cabbage 
and other crucifers, flavones and coumarins 
in vegetables and thioethers in garlic and 
onions. Host metabolism is markedly altered 
during cancer proliferation, manifesting in 
abnormalities of energy, carbohydrate, lipid 
and protein. metabolism. Cancer patients 
as a group have an abnormal or diabetic-type 
glucose tolerance with an increase in glucose 
utilisation and gluconeogenesis, peripheral 
insulin resistance and a high rate of anaerobic 
glycolysis with lactic acid as the end product. 
Those patients with progressive weight loss 
have a twice normal glucose turnover.a four- 
fold increase in Cori cycle activity and a 50% 
increse in lactic acid production. 


The glycolytic intermediates, glycose 
6-phosphate and fructose-6-phosphate, are 
channelled via the pentose phosphate path- 
way for the eventual biosynthesis of purines, 
pyrimidines, DNA and RNA synthesis indi- 
cating that neoplastic cycle is an important 
energy drain on normal host tissue. Six mole- 
cules of adenosine triphosphate (ATP) are 
spent by the host per XE agir of glucose 
synthesised via the Cori cycle, while two mole- 
cules of ATP are gained by the tumour during 
anaerobic glvcolysis, representing a potential 
net loss of 8 molecules of high energy phos- 
phate by the host. 


Lipid metabolism in the cancer patient 
is associated with increased lipolysis, the by- 
products glycerol and free fatty acids serving 
as gluconeogenic substrates. Tumour necro- 
sis factor or cachectin, which suppresses the 
activity of lipoprotein lipase and prevents 
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lipid accumulation in host cells, has recently 
been isolated from tumour cells. 


Hypo-albuminaemia is a prominent feature 
of cancer cachexia. There is nitrogen trapping 
by the tumour and serum amino acid profiles 
reveal normal levels of branched chain amino 
acids with decreased levels of the gluconeo- 
genic amino acids alanine, glycine and threo- 
nine. There is also increased whole-body 
protein turnover and muscle catabolism with 
resultant negative nitrogen balance and loss 
of skeletai muscle mass. Body composition 
studies in malnourished cancer patients show 
a decreased body cell mass with an expanded 
extracellular mass, the main component of 
which is extracellular water. 


The main aims of nutritional support in 
the cancer patient are to maintain or replenish 
body cell mass and to increase patient toler- 
ance to surgery, radiotherapy and chemo- 
therapy. With recent advances in nutritional 
support, the metabolic effects of tumour meta- 
bolism can be reversed by parenteral or 
enteral feeding. 


A worrying aspect of nutritional manage- 
ment of the cancer patient is whether feeding 


* * * 


Treatment of itching in otopic eczema 


would accelerate tumour growth. Short inter- 
vals of nutritional repletion have not been 
associated with accelerated tumour growth 
in human cancers. Intravenous feeding, will 
stimulate tumour growth to some extent. This 
suggests that the sensitivity of cancer cells 
to some forms of cycle specific chemotherapy 
may be altered by nutritional repletion. 


The role of nutritional support as an 
adjunct to cancer therapy remains undefined. 
It can only transiently reverse or alleviate 
the depleted state and cannot palliate or 
eradicate the underlying malignancy. More 
data are needed to determine the particular 
requirements of the cancer-bearing host as 
well as the tumour. In addition, optimal total 
parenteral nutrition mixtures and various 
nutritional metabolic therapeutic interven- 
tions need further evaluation. In the interim, 
nonspecific nutritional support may serve 
as an essential adjunct to cancer therapy in 
malnourished cancer patients who are receiv- 
ing aggressive and effective antineoplastic 
therapy. Patients most likely to benefit from 
nutritional support include hypo-albuminae- 
mic patients awaiting major surgery. 


(SAMJ Vol. 73, 6 Feb. 1988) 


* * * 


Pruritus is aluays the most distressing symptom of otopic dermatitis. Non-sedating 
antihistamines are prescribed in large quantities by general practitioners not only 
for atopic dermatitis but seemingly for pruritus of any cause, and patients easily become 
convinced that the antihistamines are of benefit. | 


However, the efficacy of this treatment has not been adequately investigated, 
and apart from the study by Doherty et al trials have not shown any benefit from non- 


sedating antihistamines. 


We have recently completed a placebo controlled, double blind, crossover study 
in our department to investigate the value of terfenadine for relieving pruritus in atopic 
dermatitis. There was no suggestion of improvement in pruritus with terfenadine in our 


study. 


We therefore think that the weight of current evidence is still against non sedating 
antihistamines having any therapeutic value in atopic dermatitis. 


(BMJ Vol. 298, Feb. '89) 
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Campylobacter enteritis: 


Campylobacter enteritis is an acute disease 
of variable severity characterized by diarrhea, 
abdominal pain, malaise, fever, nausea and 
vomiting. It is frequently self-limited within 
one to four days and usually lasts not more 
than ten days. A prolonged illness may occur 
in up to 20% of cases, especially in adults, and 
relapses can occur. The usual incubation 
period is three to five days with a range of 
one to ten days. Individuals not treated with 
antibiotics may excrete the organism for two 
to seven weeks. A chronic carrier state is 
unusual except among animals and poultry. 
Gross or occult blood in association with 
mucus and white blood cells is usually pre- 
sent in liquid, foul-smelling stools. A typhoi- 
dal-type syndrome, reactive arthritis and 
rarely, febrile convulsions and meningitis 
have been described. C jejuni has been 
recognized as possibly the most prevalent 
bacterial pathogen causing diarrheal disease 
worldwide. 


Campylobacter causes approximatley 
5-14% of diarrhea worldwide and may be 
responsible for a greater proportion of enteritis 
than either Salmonellae or Shigellae. Cases 
have been linked to contact with animals 
including swine, cattle, sheep, cats, dogs and 
other domestic animals, rodents and birds 
including poultry. Common source outbreaks 
have been associated with food, unpasteurized 
milk and unchlorinated water. 


Most cases are sporadic. In developing 
countries, Campylobacter infections in young 
adults may relate to leaving their family home, 
a time when they are dependent on foods 
prepared by themselves or by inexperienced 
cooks. 


The diagnosis of Campylobacter ‘enteritis 
should be suspected in any individual who has 
acute onset of watery diarrhea, fever and 
periumbilical pain. Gross bleeding is seen in 
a large proportion of adults and children. 
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Microscopic examination of the stool 
reveals polymorphonuclear leukocytes in 
approximately 30% of cases. Approximately 
65% will have a peripheral leukecytosis. 
Examination of fresh stool by phase-contrast 
microscopy usually demonstrates the chara- 
cteristic motile, comma shaped organisms. 
Gram stain may reveal typical “gullwinged” 
vibrios in up to two-thirds of cases. Definitive 
diagnosis depends on culture using selective 
media. 


Many cases are self-limited and specific 
antibiotic therapy is often unnecessary. In 
more severe cases, oral erythromycin 50тр/Кр/ 
day in four divided doses may shorten the 
duration of clinical disease. Tetracycline may 
be useful in cases resistant to erythromycin. 


(New York state Jl. of Medicine June '88) 
* * * 


In the past few years a clinical syndrome 
has been defined that links venous thrombosis, 
recurrent abortion, and unexplained cerebral 
dysfunction and ischaemic episodes. These 
clinical observations have been associated 
with antibodies directed against phospho- 
lipids. These antibodies seem to accelerate 
thrombosis in some patients-perhaps by their 
effects on the phospholipids of platelets or 
endothelial cell membranes. 


Although the antibodies are directed 
against various phospholipids, the early 
research selected cardiolipin as the test anti- 
gen. Sensitive and reproducible enzyme linked 
immunosorbent assays (ELISA) currently 
make testing for cardiolipin antibody cheap 
and widely available. 


The original observations were made in 
systemic lupus erythematosus, a disease in 
which patients have a broad range of anti- 
bodies. Some patients with atypical systemic 
lupus erythematosus had recurrent thrombosis 
and recurrent abortion, and their serum con- 
tained phospholipid antibodies often without 
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other autoantibodies. Later it became clear 
that most patients with this syndrome have 
little or no other evidence of lupus. The anti- 
cardiolipid syndrome-or more correctly the 
phospholipin antibody syndrome is now 


reasonably well defined. 
The classic example of a patient with the 


syndrome is a young woman with a history of 
recurrent deep vein thrombosis, sometimes 
associated with the contraceptive pill or with 
stopping warfarin who then presents with 
recurrent spontaneous miscarriages. Other 
thrombotic events may include axillary, 
ocular, or renal vein thrombosis and the Budd- 
Chiari syndrome. Several patients with the 
syndrome develop pulmonary hypertension, 
possibly because of episodes of pulmonary 
thrombosis. Major arterial thrombosis may 
also occur, especially recurrent strokes, early 
myocardial infarction, and peripheral arterial 
occlusion. Several patients have developed 
multi-infarct dementia in association with 
phospholipid antibodies. Pregnant patients 
with raised titres of phospholipid antibodies 
(including the lupus anticoagulant) suffer 
a high risk of spontaneous abortion, possibly 
because of placental vessel thrombosis. 
Indeed, some patients have had 10 or more 
failed pregnancies. Other features of the 
syndrome include livedo reticularis, cholera, 
and thrombocytopenia, and some speculate 
that the antibodies may be associated with 
disease of the heart valves, migraine and labile 
hypertension, and some myelopathies. 


BMJ Vol. 297 17 Sept. 88) 
* * * 
Gastric explosion: a cautionary tale 


An 82 year old man with carcinoma of the 
gastric antrum proved by biopsy had a laparo- 
tomy under general anaesthesia. A rapid 
sequence induction technique was used to 
avoid distension, and anaesthesia was main- 
taiend with 70% nitrous oxide, 30% oxygen, 
and 0.75% halothane. At laparotomy the 
stomach was moderatly dilated owing to an 


eS 


THE ANTISEPTIC e AUGUST 1989 


extensive and inoperable carcinoma of the 
gastric antrum and pylorus. A large bore naso- 
gastric tube was inserted and the stomach 
contents aspirated, though the tube soon 
became blocked by gastric debris. Cutting 
diathermy was used for the gastrotomy during 
a palliative antecolonic gastrojejunostomy. 
As the stomach was opened the gases within 
it ignited momentarily, an explosion was 
heard, and the scrub nurse and the theatre 
light were sprayed with gastric contents. The 
stomach was carefully inspected but seemed 
unharmful. The operation was continued, 
and the patient subsequently made an un- 
eventful recovery. 


We report this case to make surgeons aware 
that explosive gases may accumulate in the 
stomach when the gastric outlet is obstructed. 
Before operation we were unaware of the 
extent of the obstruction in this patient. We 
recommend that an obstructed stomach be 
completely emptied through a wide bore naso- 
gastric tube either before or during surgery 
before cutting diathermy is used for gastro- 
tomy. Alternatively, cutting diathermy could 
be avoided when the gastric outlet is obstru- 
cted. 


(BMJ Vo. 298 14 Jan. 89) 
* * * 
Monoclonal antibodies 


In 1975 Kohler and Milstein stimulated 
hybridisation between a malignant myeloma 
cell line in continuous culture and spleen cells 
from a mouse immunised against a defineg 
antigen. After fusion, hybrid cells were 
produced and cloned out. These cloned 
hybridomae produce antibodies with a single 
specificity. With further refinements, large 
quantities of monoclonal antibodies to a wide 
range of tumours have been produced com- 
paratively cheaply. Such antibodies have 
considerable potential in clinical oncology. 


The most successful area for exploitation 
has been in diagnosis. Shed tumour markers 
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have been readily picked up in the blood of 
patients, and most tumour marker services 
routinely use monoclonal antibodies for their 
detection. Reliable tumour markers give the 
oncologist a good guide as to how effective 
therapy is in an individual. The classification 
of tumours whose primary site is not defined, 
is much more clear cut when a panel of anti- 
bodies is used as well as morphological crit- 
eria. A further use in diagnosis has been the 
flagging of monoclonal antibody with a radio- 
active isotope such as 131 I and and its ad- 
ministration systemically to patients. The 
antibody seeks out. the relevant tumour 
antigen and carries with it the radioactivity. 
Conventional nuclear medicine equipment 
can then easily pick up the image of the tu- 
mour. Such one step diagnostic procedures 
for metastases may be of considerable value 
in early cancer. 


By far the greatest excitement with mono- 
clonal antibodies is their potential for therapy- 
delivering high doses of drug, toxin or radio- 
activity to the site of the tumour. Such magic 
bullets’ are currently receiving extensive 
investigations. 


The antigen-binding site of a mouse anti- 
body can be cut out and grafted on to a human 
immunoglobulin molecule so that the anti- 
body looks human to the immune system. 
Furthermore, a molecule can be designed 
to make it an optiomal carrier of a particular 
radionuclide. 


‘Designer antibodies’ can now be engi- 
neered with far greater potential to target 
to tumour cells specifically. Antibodies are 
under clinical trial for tumours that spread 
round body cavities, such as ovarian cancer 
in the peritoneum. Here there are sets of 
patients in whom peritoneal spread alone 
has occurred and who can almost certainly 
be saved by the correct use of monoclonals. 
The future, however, will rely heavily on 
the new techniqques of protein chemistry 
to produce the desired magic bullets. 


(The Practitioner, 22 Oct. '88 Vol. 232) 


Pregnancy in diabetic women 


The care of women with diabetes who 
become pregnant represents one of the medi- 
cal success stories of this century. Maternal 
mortality among diabetics fell sharply after 
the discovery of insulin in 1922. For decades, 
stillbirths and neonatal deaths continued 
to occur in more than one third of the preg- 
nancies complicated by diabetes. Perinatal 
mortality was prevented initially by the use 
of new techniques that made it easier to tell 
when the fetus was about to die in the uterus, 
so that it could be delivered quickly and sus- 
tained in a modern neonatal intensive care 
unit. Soon thereafter, it became clear that 
fetal compromise could usually be prevented 
by maintaining the maternal blood glucose 
concentration at close to normal levels during 
the third trimester of pregnancy. 


Congenital anomalies in the offspring of 
diabetic women occur with a frequency ap- 
proximately three times that observed in the 
general population. Maternal hyperglycemia, 
particularly during the period of organ for- 
mation in the first eight weeks of gestation, 
is the cause of fetal anomalies. Diabetic 
women with the poorest metabolic control 
have an increased likelihood of spontaneous 
abortion. Women with diabetes who seek 
care before conception and attain even mode- 
rate glucose control can anticipate that they 
will be no more likely to have a spontaneous 
abortion than nondiabetic women. 


Spontaneous abortions and congenital 
malformations are events along a continum 
of diabetes-related embryonic damage, with 
abortion more likely to accompany severe, 
early metabolic derangements, and con- 
genital anomalies associated with more subtle 
or later disturbances. Whether the damaging 
agent is glucose or some other substances 
has yet to be elucidated. 


Counselling women with diabetes who 
plan to conceive is the single most important 
intervention now available to reduce demons- 
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trably the likelihood of spontaneous abortion 
and birth defects. It is best to start such edu- 
cation during adolescence and to continue 
it throughout the childbearing years. Dia- 
betic women must be made aware that the 
time to prevent birth defects and spontaneous 
abortion is before conception, and contra- 
ceptive advice should be offered so that every 
pregnancy can be planned in advance. 


(The New England Jl. of Med. Vol. 319 No. 25) 
* * * 


Are worn utensils coated with polytetrafluo- 
rethlene carcinogenic? 


Polytetrafluorethylene commonly known 
as Teflon (Dupont registered trademark) 
and related fluorocarbon resins are per se 
chemically inert materials which come under 
no suspicion in respect of chronic toxicity 
or carcinogenicity. 


А more important question relates to its 
decomposition under conditions of accidental 
overheating. Almost any organic material 
when overheated gives rise to an array of 
pyrolysis products, which include several 
toxic or carcinogenic substances, or both, and 
various chemical types including polycyclic 
aromatic hydrocarbons. Foodstuffs are not 
exceptional. Thus, over heated and burnt 
foodstuffs contain traces of known carci- 
nogens. 


Toxins may be produced by heating poly- 
terafluorethylene to high temperatures. De- 
composition products of polyterafluorethy- 


* * * 
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lene heated to between 350°С and 450*C form 
a finely divided white “sublimate” of its telo- 
mers. The inhalation of this sublimate of these 
telomers may cause what has been called 
polymer fume fever. This takes the form of 
an influenza like episode starting two to three 
hours after exposure and clearing up spon- 
taneously within 36 to 48 hours. 


Decomposition products obtained at 
higher temperatures (starting around 400°C) 
contain toxins including carbonyl fluoride, 
octafluoroisobutylene, and hydrogen fluoride 
(hydrofluoric acid). These have been shown 
to be toxic in animal tests, but only at dose 
levels which could never be reached in the 
ordinary kitchen. 


In the polytetrafluorathylene processing 
industry cases of polymer fume fever have 
occurred where ventilation was inadequate 
or where tobacco products became conta- 
minated with polytetrafluorethylene. People 
have developed polymer fume fever in the 
home after unattended utensils have heated 
to more than 340°C. There is, however, no 
known association between polymer fume 
fever and increased risk of development of 
any form of cancer. 


The safety of utensils coated with poly- 
tetrafluorethylene particularly in respect of 
them causing cancer- has been considered 
by many national and international regulatory 
bodies. In all cases a green light has been given 
to their use. 


(BMJ Vol. 297, 24 Sep. 1988) 
* * * 


The ocular complications of AIDS may be blinding. Manifestations include Kaposi's 
sarcoma of the conjunctiva, retinal haemorrhages, and vasculitis. Cotton wool spots 
may appear and disappear spontaneously, and their presence signifies a poor prog- 
nosis even in a patient without symptoms. Ocular cytomegalovirus infection presents 
as areas of opacification with haemorrhages and exudates that proceed to severe ocular 


damage. 
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SUMMARY OF PRESCRIBING INFORMATION 
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Congestion and hypersecretion in the nasal cavity and paranasal sinuses 
associated with acute and chronic rhinitis, influenza, sinusitis, nasal allergy and 
common cold. DOSAGE: For adults and children over 12 years: One 'Eskold' 
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Patients should be advised.not to use hot liquids to “wash down" the capsule. 
SIDE EFFECTS: Side effects with 'Eskold' are infrequent, minor anc transient 
They include dry mouth and drowsiness. CAUTION: 'Eskold' should be used with 
caution in patients with hypertension or coronary artery disease. Patients who 
drive or operate machinery should be advised that 'Eskold' may occasionally 
cause drowsiness. CONTRAINDICATIONS: 'Eskold' is contraindicated in 
patients under treatment with a monoamine-oxidase inhibitor. 

PRESENTATION: In bottles of 6 capsules. 
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HAND BOOK OF 


COMMON CLINICAL EMERGENCIES 
Published June 1989 250 MM x 170 MM 
pp. XII + 272 . Price: Rs. 100.00 


A must for clinicians, house officers and students of medicine. A handy 
bedside manual which offers sound practical guidance towards safe and 
effective management of common clinical emergencies. 


SPECIAL FEATURES 


* А comprehensive single volume which cover surgical, medical, 
obstetric and pediatric emergencies. 


* — Emphasises problem oriented medicine which involves the use of 
alogrithms in a logical, step-wise fashion. 


* — Pharmacopia comprising commonly used drugs available locally. 


* — All recommended management, easy-to-follow and practical, can be 
implemented in any reasonably well equipped hospital їп india. 


* — Explicit visuals, charts, illustrations, tables etc. Complement the 
simple text. 


* А "show how” book especially designed to occupy the coat pockets 


of house officers . 
Please send orders and enquiries to : 


AFFILIATED EAST WEST PRESS PRIVATE LIMITED 
23, Dr.Muniappa Road, Kilpauk, Madras 600 010. 
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Home care of the stroke patient 
Book II 2nd edition 


Restoration of Motor Function in the stroke 
patient 


Book I 3rd edition 
Margaret Johnstone 


Publishers: Churchill Livingstone, 


London. 


Publications: B.I. Publications Ltd., 
61-63, Lakshmi Building, 
4th Floor, Sir P.M. Road, 
Bombay - 400 001 


Year: 1987 
Price: £ 9.95 each 


These books are written by an experienced 
physiotherapist with full details of care of the 
hemiplegic, stroke victim. The scientific 
physiological basis is stressed at every stage 
and a very useful logical comparison is made 
to the motor development in the new born 
and infant. 


The discussion of various techniques 
employed with their implications is very 
impressive. The utility of these procedures 
in restoring motor function and reducing the 
disability has been proved by the author's 
dedicated experience over years. 


Both these books repeat same principles 
and techniques and the book on restoration 
of motor function will be of use to the neurolo- 
gist and physiotherapist in their daily routine 
in the care of stroke patients. The illustrations 
are simple and clear with a message both to the 
therapist and the patient. 


The stress on sensory stimulation, main- 
tenance of recovery postures, attention to 
details like the place of bedside looker, thera- 


pist etc. and particularly the need for early 
institution of correct positioning and physio- 
therapy are well emphasized. 


One can unhesitatingly recommend the 
Book I to the neurologist and physiotherapists 
and Book II to the patients and their family 
members. 


(Dr. K. Srinivasan) 
* * * 


Manual of Cardiovascular Diagnesis and 
Therapy 


Third Edition 


Joseph S. Alpert 
James M. Rippe 


Little Brown & Co., 
Boston, Toronto. 


Publishers: 


Publications: B.I. Publications Ltd., 
Promotion Department, 
61-63, Lakshmi Building, 


4th Floor, 
Sir Phirozshah Mehta Road, 
Bombay - 400 001. 

Year: 1988 

Price: $ 8.95 


This is a book detailed enough to merit 
consideration as an introductory cardiology 
text and yet compact enough for browsing 
through in any office-setting. The outlines 
are easy to scan while the informatiomcontent 
under each theme is quite rich. Tables and 
schema abound, helping to present facts in 
summary form and providing the much needed 
variety while reading. The bibliography of 
selected readings at the end of each chapter 
is noteworthy for, immediately after each 
reference, the salient point or theme of the 
article is mentioned in italics, making it easy 
for the reader to choose what he wantstto refer 
further about. This is indeed a useful book for 
practitioners and postgraduates. 


(Dr. N. Hariharasubramanian, M.D.. Ph.D.) 
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Income Tax Tips for Doctors 
R.N. Lakhotia 


Publications: Asha Publishing House, 
S-228, Greater Kailash II, 
New Delhi - 110 048. 


Year: 1988-89 


Price: Rs. 66/- 


This compact book presents 100 tips, each 
with a simple explanation (and illustrative 
examples for some) in a page or two, on differ- 
ent aspects of income tax saving by medical 
practitioners. The presentation is in simple 
language and succinct. It deals with such 
diverse aspects as property ownership, in- 
volvement of income of wife, children in tax 
computation, assets, depreciations, gifts, 
capital gains and wealth tax. It also touches 
upon foreign trips, foreign income and even 
benami holdings. The tips deal with the liabi- 
lities of the doctor in respect of non-filing of 
returns, raids, maintenance of books of acco- 
unts, etc. There are tips on savings to reduce 
tax - like investments in LIC, PPf and Gowt. 
bonds. The tips are all indexed in the contents 
page itself making it possible to refer to any 
particular tip relevant to contex. The expla- 
nation for each tip is complete in itself and 
there is no need for cross-referencing. The tips 
refer mostly to the generally unchanging pro- 
visions of tax laws within margins and thus 
may be relevant later as well. A few additional 
hints on proper filing of returns, advance tax, 
guidelines on assessment of tax payable at 
the end of the year and planning suitable and 
some more examples of such terms as “good- 
will" etc., would add to the usefulness of the 
book, which, even as it is, would be welcome 
to doctors who plan their own financial 
commitments. 


(Dr. N. Hariharasubramanian M.D.. Ph.D.) 


* * * 
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Anatomical Terms and mnemonics 
Shashank V. Parulekar 


Publications: Vora Medical Publications, 
6, Princess Road, 
Bombay - 400 003. 


Price Rs. 25 


Year: 1988 


This pocket book is partly a minidictionary 
of anatomical terms and partly a list of mnemo- 
nics of anatomical structures. Mnemonics 
have existed for a long long time: Some have 
become very famous e.g. SCALP for layers 
of scalp. A.R. Pupil (Accommodation Re- 
tained), the S's, structures attached to styloid 
process and so on. Other mnemonics are so 
laboriously constructed that it is easier to 
remember the facts directly than to remember 
the mnemonics! And, mnemonics for just two 
or three facts are totally unnecessary. A few 
other mnemonics cited, do not make sense 
at all and remembering mnemonics for 
mnemonics’ sake is a futile exercise. On the 
whole, the assortment of mnemonics presen- 
ted may be interesting to read but may not be 
of as much use as expected, not in the least 
for the price of Rs. 25/- for a 90-page booklet. 
The lexicon part of the book is good and one 
can feel gratified to know of the roots of medi- 
cal terms at one's leisure, instead of having 
to carry the big dictionaries in the library. 


(Dr. N. Hariharasubramanian M.D.,Ph.D.) 
* * * 
Atlas of Bedside procedures 
Second Edition 


Thomas J Vander Salm, 
Bruce S. Cutler, 
H. Brownell Wheeler. 


Publishers: Churchill Livingstone, 
London. 


463 





Book-Review 





Publications: B.I.Publications (P) Ltd., procedures. The common denominators of 
Promotion Department, most bedside procedures are the techniques 

61-63, Lakshmi Building, of puncture of blood vessels (veins/arteries), 

4th Floor, needling,  catheterisation, injection апа 

Sir P.M. Road, aspiration. The authors have also done a good 

Bombay - 400 001. thing to cite references from literature for each 
procedure-references which one тау have 

Price: $ 35.00 glossed over in the past without realising their 


impact at the time of the publication, e.g. Seld- 
inger's description of catheterisation in 1953, 
Sercer's history of tracheostomy, original 
description of the Miller-Abbot tube, etc., 
This book is quite a comprehensive useful 
atlas. 


Year: 1988 


At a time when pocket books with cram- 
med information in eye-straining print are 
becoming more common, it is refreshing to see 
this book with neat, large figures and step- 
wise clear descriptions of a variety of clinical (Dr. N. Hariharasubramanian M.D., Ph.D) 


* * * * * Ж. 


А man in his early 70's had a transurethral partial prostatectomy for benign enlorge- 
ment some tuo months ago. His libido is slowly returning. When would intercourse 
be safe and would normal ejaculation be possible? 


In a sexually active man the usual advice after prostatectomy is to avoid intercourse, 
or indeed any other strenuous activity, for at least four to six weeks after surgery. The 
reason is that such activity may precipitate bleeding from the prostatic bed. The patient 
is usually reveiued at about this time after surgery and if he is well and the urine free 
from infection intercourse may safely be resumed. Before elective prostatic surgery 
the patient should be warned of the likely occurrence of retrograde ejaculation. This 
almost invariably occurs after transurethral resection and is not infrequent after bladder 
neck incision. After such surgery the bladder neck does not occlude on orgasm and 
the seminal fluid passes back into the bladder, to be voided in the urine with the next 
act of micturition. Occasionally this explanation is not given to elderly men, particularly 
those presenting acutely with retention of urine. It is assumed that the patient needs 
a prostatectomy anyway or, perhaps unfairly, that he may no longer be sexually active. 
Failure to warn the patient of the occurrence of retrograde ejaculation after prosta- 
tectomy moy cause him unnecessary worry and may also expose the urologist to the 


risk of litigation. 
(BMJ Vol. 297 October '88) 
* * * * * * 
Correct answers received for 
ECG Quiz - May '89 

Dr. H.V. Rao, Dr. T. Madhava Ra 
24, Anant Nagar, 38, New st. =. 
Manipal. Karur - 639 001 
Dr. H.S. Venkatram, Dr. S.N.Roy 
A nagar, Keshar katra, 
Bangalore. | Tagatganj, 


Varanasi. 


——————— MÀ 





Widely accepted С 


safe and sure Ра 
method of M.T.P. : 


Dilates cervix automatically, / 
expels product of conception dh 
without complications within 1; 
6-24 hours. “ 
PRESENTATION 
AND PRICE * 

] Packet 

of 10 N.T.T. Rs. 40.00 
12Packets of N.T.T. Rs.450.00' \ 
Taxes and other charges extra. {. 


PEPTIDIN 


Anti-Ulcer Tablets 


The newest yet well tried concept 
of peptic ulcer therapy 


Peptidin acts in 4 ways:- 

1. Diminishes secretion of Hcl. 
2. Reduces stomach acidity. 

3. Increases mucosal resistance 
4. Protects ulcerated mucosa 















PRESENTATION 
AND PRICE: 


Bottle of 
100 tablets Rs. 57.75 


Taxes and other 
charges extra. 
















* Prices effective from January Ist 1989 









CEA TANGLE TENT 

PAINLESS CERVICAL DILATOR 

* Sterilisable like imported Laminaria 
Tents. 

„ * Complete cervical dilatation within 


6 hours. 
* Causes no scratches on 
cervical tissues. 


PRESENTATION AND PRICE. 
1 Packet of 10 C.T.T. Rs. 50.00 
12 Packets of C.T.T. Rs.550.00 
à Taxes and other charges 


extra. 
Clinical Trial Reports are 
available on request. 


SUPPLY OF N.T.T. & СТТ. 
For your requirement ask your 
chemist or order directly. Even 

small trial orders supplied 
by V.P.P. 


SEXTON 


Puts Extra Horse Power 
In Man 


Ancient Sexual Tonic 
Clinically Proven 
Rejuvenator, Cures 
Premature Ejaculation, 
Impotency and 
Oligospermia 
increases Libido and 
Sex Performance 
SUPPLY 

Jar of 60 Capsules 


Rs. 65.50 plus taxes 
and other 'charges etc. 
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7-8, SHAHJAHANPUR ROAD, BAREILLY -243005 
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gS A REMARKABLE ADVANCE 
uy IN ULCER THERAPY 


RANITIDINE 


















TO RID 
ULCER 







BBIHEALS PEPTIC ULCERS 
BIBIPREVENTS RECURRENCE 


RIDCER ed voice 95% 
HIPDCEI 150 mg / 300 mg maintains 


intragastric pH above 5 for more than 
RIDCEI OFFERS ECONOMY 
to ensure success 
















8 hours after oral administration. 
of therapy. 





HEAL ULCER WITH 


RIDCER vnos 
HIE CER 150 mg. b.d. 


for 4- 8 weeks. 








150 mg, o.d. for 6-12 months 






VATE LIMITED 
NAVSARI, GUJARAT 
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The more-than-adequate solution for the 
less-than-adequate diet 








Spansule^ Capsules 


eprovide iron and essential vitamins B & C e effective 
econvenient e well tolerated 








SUMMARY OF PRESCRIBING INFORMATION 


FORMULA: Each ‘Fesovit’ 'Spansule' Capsule contains: Dried Ferrous Sulphate I.P. (in timed-release form) 150mg, 
Ascorbic Acid I.P. 50mg, Riboflavine І.Р. 2mg, Thiamine Mononitrate ІР. 2mg, Nicotinamide I.P. 15mg, Pyridoxine 
Hydrochloride I.P. 1mg, Pantothenic Acid 2.5mg (present as Calcium Pantothenate U.S.P ) (Appropnate overages 
included for the vitamins). Vitamins for prophylactic use. INDICATIONS: For the prevention and treatment of iron-deficiency 
anaemia, as a nutritional supplement, and during pregnancy, convalescence, adolescence and old age. DOSAGE: Adults 
and children (above 1 year): One ‘Fesovit Spansule’ Capsule a day. SIDE EFFECTS: Nausea and other alimentary 
symptoms due to the administration of iron are unlikely to occur with ‘Fesovit Spansule’ Capsules. 


Further information is available on request P.B. No. 2, Bangalore 560 049 





SKOF 
ESKAYEF 


PHARMACEUTICALS 


© Eskayef Limited 
Licensed user of Regd. Trade Marks® SFV: A1: 87 
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P ossis С ур урда 
from ALARSIN researchers since 1947 
OEE ERE 






e G32 © R. Compound e Leptaden è Aloes Compound... 






OE 
e Burning Micturition e Bladder Disturbances 


BANGSHIL' 73 


Alarsin 

Tried at Departments of 
• Urology * Surgery * Orthopaedics 

= e STD (VD) • Medicine 
e Symptomatic relief within 2 days € Bacteriological clearance in 2-3 weeks 
Raises general body Resistance & Fortifies 

Inherent antibacterial mechanism of Kidneys & Bladder 

e Burning micturition (Specific, non-specific) 
e G.U.T. Infections : Urethritis, Prostatitis, Cystitis, Pyelitis. Pyelonephritis, 
e Crystalluria, Phosphaturia 
e Bladder disturbances (neuro-muscular): to relieve Urinary Frequency, 
Incontinency, Urgency, Hesitancy. ENURESIS. 
DOSE: 2 tabs. 3-4 times a day for 2-3 weeks. Then in reduced dose as necessary. 
Children : # to 1 tab 2-3 times a day for 2-3 weeks. 


FORTEGE for 'Fatigue' 


















(nervous, muscular, sexual) 


Makes апа кеерѕ one fresh and alert 
Both in Males and Females. Young and Old. 
FORTEGE tones up Neuro-Glandular, Neuro-Muscular, Genito-Urinary 


& Gastro-Intestinal systems. Activates and resets metabolic pattern in 
old and debilitated persons to keep them fresh and active. 
Indications and Dosage : 

FATIGUE syndrome : to over-come stress & strain of day to day: 2 tabs 2-3 times a day. 
taper off to 2 tabs at Bed time. 
SEXUAL Debility : Functional Impotence, low sex performance, premature ejaculations, 
night emissions. Oligospermia, poor Motility : 2 tabs 3 times & day for 3-6 months. 
in FEMALES : Menopause Syndrome, Frigidity, housewife Fatigue. 2 tabs twice a day 
for 1-6 months. Re FORTEGE as Geriatric Tonic: 2 tabs once or twice a day 


Enlarged Prostate ? 


Prostatitis, Prostatism, Post Prostatectomy Syndrome, 


BANGSHIL + FORTEGE 


Onset of relief within 7 days 
In hesitancy frequency, urgency, precipitancy, strangury, burning micturition. 
Dose : 2 tabs bd of each for 6 months or more. 


Have you received? if not, please write for: 
























e Prescribing Index with latest Dosage Scheme. 
e Doctor's Price-list with Special Offer on orders for 1000 tablet Bulk Packs. 
* Latest Research Data on particular products. е Art works of "Dhanvantari" and/or 


Availability: For prescription at Chemists all over India in PACKS of 50 & 100 tablets 


ALARSIN Marketing (P) Ltd. A/32, Rd. No. 3, M.! D.C., Andheri (E), Bombay 400 093 
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The effective | 
antidiarrhoeal with essential 
electrolyte pete. 
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in 
diarrhoeas and gastroenteritis 
originating from bacteria 
including species of 
Salmonella, Shigella, Escherichia, 
Proteus, Streptococcus & 
Staphylococcus. 


SUPPLY : Bot. of 60 ml. 


Marketing Division 
Dey's Medical Stores (Mfg.) Ltd., 
41, Chowringhee Road, Calcutta - 700 071 









Detailed information available on request. 








<< ALAMIN-SE & ALAMIN-SN 


THE PEERLESS PAIR OF NUTRITIVE INFUSION SOLUTIONS 
OF PURE L-FORM CRYSTALLINE AMINO ACIDS 


ALDEZOL IV оъ 


METRONIDAZOLE 5 mg/ml 
& A WIDE RANGE OF EXCEPTIONAL QUALITY 


INFUSION SOLUTIONS 


AVAILABLE IN PLASTIC CONTAINERS AND GLASS BOTTLES. 


GAMMA RAY IRRADIATED | 
ADIV SETS 
ARANGE OF QUALITY INFUSION ADMINISTRATION SETS 


ALBERT DAVID LIMITED 
15, CHITTARANJAN AVENUE 
CALCUTTA-700 072 








For Further information 
Please Write to : 
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 Practin.... 


The First Choice Appetite Stimulant 
dr. Practiri 


€ Restores normal appetite 
е Improves weight gain 
















A the € Speeds up recovery 
P< НА 
. Ink 
Rich in 
The Proven Haemoglobin 
Appetite 2. 





Stimulant d 


HbRich 





Richness of Health & Well-Being 


MERIND LIMITED, New India Centre. 17 Cooperage Road, Bombay 400 039. 
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ALERT Spark 


CAPSULE 
CAPSULE 
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© BRAIN CELL NUTRIENT & LIFE IS FOR LIVING 
NATURAL TRANQUILISER 

e ANXIOLYTIC e SPARKLE YOUR DORMANT 

e PURELY HERBAL WITH © VIGOUR & VITALITY. 
MEDICATED OIL e CHECKS AGING EFFECTS 
CELASTRUS PANICULATA AS BASE REJUVENATIVE. 
( JYOTISHMATI OIL ) e NON HORMONAL THERAPY. 
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the pay syrup that brings 
relief to patients of all ages ... 


ADVANTAGES: 


No addiction or habit formation since ıt does not contain any morphine 
derivative. 

No drowsiness. 

Can be safely administered to cardiac patients, since it does not contain any 
sympathomimetic drug. 

Safe — can be administered to infants, children and pregnant women. 
Pleasant taste-hence easy acceptability even in children. 

Economical 

Because of the wide variation in the clinical picture of cough, it is impossible to 
designate any one drug as the sole drug of choice for the treatment of all 
coughs. 

Modell, Drugs of Choice, 1966-67. 





INDICATIONS: 

inflammatory catarrhal conditions of the respiratory tract. 
Common Cold € Naso-respiratory allergy € Laryngitis e Bronchitis 
9 Rhinopha is Ө Bronchial Asthma 

Bronchiectasis 9 Influenza € Smoker's Cough 

Irritating cough of tuberculosis 

Whooping Cough 

Other types of cough of unknown etiology 

DOSAGE: Adults: 1-2 teaspoonful two or three times a day. 

Infants & Children: 1/2 to 1 teaspoonful two or three times a day. 


Packing: Bottle ot 100 mi. 
д | ZANI DU 
H) PHARMACEUTICAL WORKS LTD. 





Г 10, GOKHALE ROAD (5) DADAR. BOMBAY 400 025 
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CN Joi 
Sy over 50,000 happy 
e Doctors ... with 


DOCTORS' DESK 
REFERENCE 





A handsome contribution to 
medical practitioners. 


It's the fastest selling medical 
publication in India. 


Over 50,000 Doctors have 


Doctors Desk 


already bought it. А Reference 
$ 1986-87 


Because it's the only publication carrying 
full details of pharmaceutical preparations 
- indexed names, addresses. product 
details & availability channels of over 1 lakh 
Ethical formulations made by over 500 
companies - also Alphabetical index of 
branded drugs and their details - Product 
category index - Generic & chemical name 
index - Product information - Allied 
manufacturers’ index ... and much more. 


No professional can afford to 
miss it! 
Price: Rs. 165, including packing & 


postage, by Cash. MO, Cheque or DD with 
order. Sorry, no VPP. 


From the Publishers of 


THE 
ANTISEPTIC 
Estd. 1904 





MONTHLY JOURNAL OF 
MEDICINE & SURGERY 
PROFESSIONAL 
PUBLICATIONS (P) LTD. 
P.O. Box 2, Satyasayee Nagar, Madurai 625 003, Tamil Nadu. 
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hee discovered and developed by Pfizer 





а High cure rates 


p WS | 
. Amebiasis  Trichomoniasis ^ Giardiasis 


with 


B Short course treatment 
m Single daily dose convenience 
ш Good toleration 


Summary of Prescribing Information 


COMPOSITION - Fasigyn 500 Film-coated Tablets: tinidazole 500 mg per tablet. INDICATIONS - 
Intestinal and hepatic amebiasis, giardiasis, urogenital trichomoniasis, prevention and treatment of 

_ anaerobic infections. CONTRAINDICATIONS - Blood dyscrasia; organic neurological disorders: 
pregnancy (first trimester); lactation; hypersensitivity to tinidazole. PRECAUTIONS – Alcohol 
consumption should be avoided during treatment period. ADVERSE REACTIONS - Gastrointestinal 
such as nausea, vomiting, anorexia, metallic taste; rarely hypersensitivity, and leukopenia. DOSAGE— 
The maximum daily dose is 2g. Intestinal amebiasis: adults — Usual dose is 2g once daily for 3 days, 
which may be extended to 6 days if necessary; children — 50 to 60 mg/kg once daily for 3 days; hepatic 
amebiasis: adults — Usual dose is 2g once daily for 2 to 3 days, which may be extended to 6 days if 
necessary; children — 50 to 60 mg/kg once daily for 5 days; giardiasis: adults — 29 "e dose; children — 
50 to 75 mg/kg single dose; trichomoniasis: adults — 2g single dose, children — 50 to 75 mg/kg single 
dose; treatment of anaeorbic infection: adults — 2g initially followed by 1g daily for 5 to 7 days; prevention 
of postoperative anaerobic infection: adults — 2g single dose 12 hours before surgery. Note: The 
trn tablets of Fasigyn 500 should be swallowed whole, without breaking or chewing, to avoid 

itter taste. 


See Product Document for full Euphoric Drugs Ltd 
prescribing information (A wholly owned subsidiary 
(available on request) of Pfizer Ltd) 

* Trademart 2f Pfizer Inc., U.s.à Regd. Office: Express Towers, 


r Nariman Point, Bombay 400 021. eee А 
Euphoric Drugs Ltd y Bringing Science To Life 
— Licensed User 
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Pyridium-200 


The fast acting specific uroanalgesic 
available in a convenient dosage form 


i, 100 mg. | 


© @ 





Dosage: 2 tablets 3 times a day. 


PE US UNS 
"> 200 mg. 





Dosage: 1 tablet 3 times a day. 





PRESCRIBING INFORMATION: 
Cerzecsition: 

Each tablet contains: 

Phenazopyridine Hydrochloride Ü.S.P. ... 200 mg. 
Dosage and administration: 

Adults : 1 tablet three times a day after meals. 
Pyridium colours urine orange red. 

Actions: 

Pyridium exerts topical analgesic effect on the mucosa 
of the urinary tract after its excretion in urine and 
relieves pain, burning, urgency (symptoms of dysuria) 
and frequency. 


indications: 

Pyridium is indicated for symptomatic relief of dysuria 
and frequency associated with irritation of the lower 
urinary tract mucosa. It is compatible with antibacterial 
therapy. Use of Pyridium should not delay definite 
diagnosis and treatment. Pyridium should be 
discontinued when symptoms are controlled. 
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Contrat diegtisne: 

Renal insufficiency, hepatitis and history of 
hypersensitivity to Pyridium. 

Warnings and Precautions: 

Pyridium should only be used in pregnancy if 
considered essential by the physician. 

Adverse Reactions: 

Pyridium may occasionally cause gastrointestinal 
disturbances. Methemoglobinaemia has been reported 
following its use in large doses, over prolonged periods. 
pigmentation have also been observed. 


Interactions: 
Being an azo dye, may interfere with urine analysis 
requiring colorimetry. 





WLASENETE 
HIRDUSTAN 
A division of Parke-Davis (India) Ltd. 
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Particulars from: 
FRANCO-INDIAN 
PHARMACEUTICALS LTD. 

. 20, Dr. E. Moses Road, Bombay-400 011. 





Triple action cream. 

e Contains Betamethasone Dipropionate 
Гог quick relief from symptoms. 

e Clotrimazole-Broad-spectrum antifungal. 

© Neomycin Sulphate-Broad-spectrum 

antibacterial. 


The world’s No.41 topical 
antifungal agent 


Available in a complete range. The single solution 


for all fungal infections of the skin. 


е The most potent topical steroid 
(clobetasol propionate). 


e For rapid and longer lasting relief from Psoriasis, 
eczema, atopic dermatitis etc., which do not 


respond to milder steroids. 


Ideal topical steroid for 
® Maintenance prescription after a short 
course of Topifort 


* Mild to Moderate steroid responsive dermatoses. 


The complete range of Methoxsalen U.S.P. for the 
treatment. of vitiligo and in the form of Tablets, 


Ointment and Solution. 


The range takes care of all anatomical sites in 


all age groups. 


Effective sunscreen. 


Protects skin from ill-effects of ultra violet rays. 
Ideal adjuvant to Melanocyl in the treatment of 


vitiligo. 


WYADH 
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SUPER BROAD SPECTRUM 
ANTIBACTERIAL 
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Availability : 


400 ma: Strip of 4 Tablets 
800 mg: Strip of 1 Tablet 


* Convenient Dosage Regimen, 
. Better Patient Compliance, and 
Superior Safety Profile. 


A Tues 
Je Ў 


mft 


= 


Parenteral Power with Oral Dose - 
For further details, please write to iret A j em b ic 


ALEMBIC CHEMICAL WORKS CO. LTD., VADODARA 390 003. 


(Norfloxacin Tablets) 
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| Glimpse into History 


 Visualising the brain 


Although scientific knowledge of structure 
and function of the human brain is less than 
200 years old, beliefs and intuitions about 
the brain are as ancient as man. The first 
recorded description of the brain and its 
coverings are found in Egyptian papyri of c 500 
B.C. Pythagoras (582-500 B.C) taught that 
the brain was concerned with reasoning. His 
student Alcmaeon performed one of the ear- 
liest regorded dissections of the human body 
(C 500 B.C.) vividly stated *..... from the brain 
only arise our pleasures, joys ..... as well as 
SOITOWS ..... Though it we think, see, 
hear and distinguish the ugly from the beauti- 
ful, the bad from the good, the pleasant from 
the unpleasant.". These prophetic ideas fell 
wayward and mistaken notions of the brain 
as merely a jelly that serves as a medium for 
expulsion of evil spirits came into vogue and 
heart took over as the seat of the mind. 


This “mysterious object of exploration" 
that “oozed out of the skull like a porridgs" 
when the latter was opened, lent itself to study 
only when anatomic techniques of fixing 
tissues and staining them were developed. 
Prior to this, there were only fleeting splashes 
of insight like Leonardo da Vinci's work on 
casting the brain ventricles. Antoni van Leeu- 
wenhoek (1632-1732 A.D) opened the world 
of microscopy but it still took more than hund- 
red years thereafter for people to look at the 
brain through the microscope. Leeuwenhoek 
himself used the microscope to look at the 
nerves but erroneously concluded endorsing 
Galen's views that nerves were little canals 
carrying humor. The days of Ramon Y Cajal, 


* * * 


Schwann, Golgi were as yet for away: at the 
turn of the century, Cajal gave the first detailed 
description of the fine structure of the brain 
and the nerves. Controversies on the indivi- 
duality of the neuron raged as late as 1930! 


Discovery of X-rays by Roentgen (1895) 
provided the first non-invasive tool to look 
into the brain. In 1912, an X ray taken of a 
man with a skull fracture showed air in the 
cavities or ventricles of the brain. Six years 
later Walter Dandy (1886-1946) made the 
"quantum intellectual jump" from this-obser- 
vation to introducing air into the ventricles 
for diagnosis. Thus was pneumoencephalo- 
graphy born, which was used for 50 odd years 
thereafter. A serendipitous discovery of Lipio- 
dol, an iodized oil used for treating back pain: 
as an excellent X-ray contrast medium by 
the Parisian neurologist Jean Sicard (1872- 
1929) ushered in the technique of myelo- 
graphy. In 1926, Egas Moniz performed the 
first cerebral angiogram in a living patient. 
Newer radioopague contrast materials were 
developed. The second world war entailed 
a remarkable progress in nuclear physics. 
This resulted in developement of many arti- 
ficial radioactive isotopes. The first radio- 
isotope scanning of the brain was done by 
George Moore in 1947. 


Around 1960, W.H. Oldendorf and G.N. 
Hounsfield in 1967 independently developed 
the technique of computerised (axial) tomo- 
graphy (CAT or CT). CAT has been later 
followed by PET, SPECT and NMR - Scans. 


(Dr. N. Hariharasubramanian M.D., Ph.D) 
* * * 


Cardiac tamponade due to air must be rare; it occurred in a young woman with 
severe asthma who needed ventilation (Thorax 1988;43:489-23). The pressures required 
to get oir into the lungs were beyond the range of a mechanical ventilator and inter- 
mittent hand ventilation was needed. She developed subcutaneous emphysema and, 
after 18 hours, tamponade. One litre of air was aspirated with improvement in her 


condition but she eventually died. 


(BMJ Vol. 297, 9 July 1988) 


Fe 
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Delivering success in The power fo achieve 
painful inflammatory remission from 
conditions.... rheumatoid arthritis 


ORUDIS' 50 Now Frey fale 


in soft tissue inflammation 


ORUDIS' (9 | MYOCRISIN' 


(Sodium Aurothiomalate) 


in articular inflammation 


The Gold Standard in 


e Excellent analgesic effect А : 
e Rapid anti-inflammatory activity aros саа Arthritis 


e Excellent patient acceptability 


Presentation: Capsules of 50 mg. and Presentation: MYOCRISIN 10 mg, 20 mg and 
100 mg. Ketoprofen 50 mg ampoules. 


information on ORUDIS and MYOCRISIN available on request from: ** Trade Mark of May & Baker Ltd. 


MAY & BAKER (INDIA) LIMITED 
REGD. OFFICE: MAYBAKER HOUSE, WORLI,BOMBAY400025. ШЧ May & Baker 





An Evolution Towards Perfection in 


Yy Fulgram 


THE FULL GRAM SPECTRUM ANTIBACTERIAL : 


ө A distinctly different fundamental bactericidal action — DNA gyrase blockade 
e Broadest spectrum of activity against uropathogens 


e Exceptionally superior to conventional antibacterials like Cotrimoxazole, Nalidixic acid, 
Amoxycillin, Ampicillin, etc. 


e The only oral antipseudomonal agent, without nephrotoxicity or ototoxicity 
e Emergence of bacterial resistance is rare 


Fulgram 


The Leader Antibacterial 


For further information write to: 
С) U. S. VITAMIN (INDIA) LTD. 
Poonam Chambers ‘B’ Wing, Bombay 400 018. 
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ASTHMA VACCINE 


College of Chest Physicians invites your attention that fresh stock of Asthma Vaccine is available 
for ready supply to Medical Profession in India. : 







The vaccine is: 


*Broad Spectrum *Slow desentising agent 
*Most effective in; (i) Bronchial Asthma (all types) (ii) Allergic 
Bronchitis (iii) Hay fever etc. etc. 






Available in phials of 10 ml. only. 
Price: Active Type : Rs. 195/- per phial. 
Retard Active Type : Rs. 590/- per phial. 


Kindly send full money in advance by DD/MO payable to Gen. Secretary, College of Chest Physicians. 


MEMBERSHIP/FELLOWSHIP CERTIFICATION 
in (i) TROPICAL CARDIOLOGY and (ii) TROPICAL PULMONOLOGY 


Fees schedule: 


Membership (MCCP) - Rs. 350/- 
Fellowship (FCCP) - Rs. 600/- Life Membership - Rs. 750/- 
Life Fellowship - Rs. 1000/- Renewal Fee Rs. 25/- year 


Minimum eligibility: M.B.B.S., 


Evaluation Criteria: To submit a dessertation/thesis on an assigned subject 
: which will be evaluated by the credential committe. 


For details contact: 

Secretary General 

College of Chest Physicians 

P.O. Box 6551, B-9, Tagore Garden, New Delhi - 110 027. 
Phone: 502204. 

















Ayurveda Revisited 
Dr. Sharadini A. Dahanukar M.D.(Pharmac); D.Clin. Pharm, Ph.D. 
Dr. Urmila M. Thatte M.D., Dip. NBE (Clin. Pharm) 


Doctors of Allopathic’ medicine explain the concepts of Ayurveda in terms of contemporary 
scientific thought for developing an integrated medical system. Allopathic physicians and 
Ayurvedic practitioners must read. 


Rs. 150/- 


Encyclopaedia of Indian Medicine 


Vidyalankara Prof. S.K. Ramachandra Rao (Ed.) 
Sponsored by 


Dr. V. Parameshvara Charitable Trust, Bangalore 


Encyclopaedia in three volumes containing historical perspective tracing the clevelopment of 
Indian Medicine through the ages, basic concepts of Indian system and detailed account of several 
methods of diagnosis and clinical examination. 


Available with all booksellers and with 

Popular Book Depot 

Raja Ram Mohan Roy Marg, Bombay 400 004. 

Popular Prakashan Private Limited 

35-C Pt. Madan Mohan Malaviya Marg, Popular Press Bldg., (Opp. Roche, 
Bombay 400 034. 

4648/1, Ansari Road, 21, Daryaganj, New Delhi 110 002. 
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The pioneer in instant weighing 
now offers from READY STOCK 


PRECISION ELECTRONIC 


ANALYTICAL BALANCES 
MODEL AD-180 
Capacity-180 gms. Accuracy-0.0001 gm. Ў 
Рап diameter-80 тт (S.S.) 
SPECIAL FEATURES : 
`в Fully automated motorised calibration 
with built-in weights. 
m User selectable parameters can be 
in memory. 
в Overshooting of liquid difficult 
environment can be overcome 
t special function mode. 
а Rs-232c output available (optional). 
а Full tare cancellatiorrrange. 


OTHER RANGES 
MODEL CAPACITY ACCURACY | 3 
AD-40 1-40 gms. & . ps 


m Reasonably priced. 
ш After-sales service. 
ш Trial solicited. 


ADAIR, DUTT & CO. 
(INDIA)PVT. LTD. 


H.O.: 5, B.B.D. BAG EAST, Р. О. BOX : 2009 ,CALCUTTA-700 001 
TELEX : 021-3484 ADCO IN, TEL. 28-8781/82 
BRANCHES AT : 

New Delhi Ph. 733125, Bombay Ph. 2863332 
Madras Ph. 849915, Secunderabad Ph. 75482 





PANORAMA-ADCO- 1/89 




















ABDOMINAL, HERNIA AND 
GENERAL SURGERY 


Second volume of 
System of Operative Surgery 
by Shankar P. Sengupta 


Contains: 

Techniques of Laparotomy, 
Gastroduodenal Surgery, Surgery of 
Spleen and Portal Hypertension, 
Hepatobiliary and Pancreatic Surgery, 
Surgery of Small & Large Intestine, 
Abdominal injuries. 


Profusely illustrated with pre and post 
operative steps and measures. 


Price: Rs. 100.00 


ACADEMIC PUBLISHERS 


12/1A, Bankim Chatterjee Street, Calcutta-700 073. 


For Good DIABETES 
Management 


Check blood sugar regularly with Electronic 


EMCO GLUCOTEST METER 


Collaborator: Glucochek SC-UK 


Instant Accurate Results, 


Small (6%" x 234" x 7"), Light (190 gms), 

User Friendly (only one switch). 

Our + points over other meters 

(1) Only meter which works with both 
Dextrostix or BM20-800 (not costly 
BM20-800 В) test strips. No 
dependence on one make of test 


strip. 


(2) Works on Indian batte and not 

battery. 

3) Warranteed for one year. — 

4) As locally manufactured, service and 
spares readily and easily available. 


unavailable import 


Price Rs. 4500/- approx. 





For further particulars contact manufacturers 


EMCO Hi-Tech Devices 


Pvt. Ltd. 


106, Industrial Area, Sion, Bombay 400 022. 
Phone: 482929/47637 1/72. Telex: 011-76010. 
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A middle aged man presents with repeated normal. E. Coli were present in stool culture. 
attacks of right lower quadrant abdominal 
pain, fever and chills over the past six months What is the diagnosis? 
resolved on each occasion by antibiotics. 
Appendicectomy was done after the second (Dr. N. Hariharasubramanian M.D., Ph.D.) 
episode. Four months later he developed * 
pain in the right groin, aggravated by move- 
ment of right leg; psoas and obdurator signs Answer to the Case of the month" - July °89 
were positive on the right side. TC 10300/cram. 


predominantly polymorphs, Urinalysis was Meckel's diverticulum 


* * 


* * * * * * 
Diaphagmatic hernia: a missed diagnosis 


Intermittent epigastric discomfort, often occurring after eating, is not uncommon. 
In many cases the diagnosis is apparent, but this is not always so. One cause that 
should always be considered when there is a history of trauma is rupture of the cia- 
phragm that has been missed. + 


Pain is the main symptom, which is aggravated by taking food, particularly large 
meals and effervescent drinks. The pain is usually felt in the lower chest or epigastrium 
and relieved by belching. The picture may change dramatically without warning, and 
continuous pain with or without signs of intestinal obstruction heralds impending bowel 
infarction and needs to be investigated and treated urgently. A chest radiograph taken 
at any stage in the development of this condition is almost always abnormal. 


The patient may present months or years later in one of two ways. The first way 
is with mild symptoms typically in the louer chest or epigastric pain occurring inter- 
mittently and often brought on by taking food; physical signs are minimal. This is the 
so called “latent” stage. The clinical picture may change dramatically and the patient 
present in the so called “late” stage with severe symptoms of pain, breathlessness, 
and intestinal obstruction or gastrointestinal haemorrhage. Examination may show 
that the patient is in shock. There may also be evidence of mediastinal shift, and bowel 
sounds may be audible in the chest. Nearly all such patients will have presented pre- 
viously with minor “latent” symptoms. 


Treatment at any stage of the illness requires an operation. Reduction of herniated 
contents and closure of the defect is undertaken at the time of diagnosis through a 
laparotomy incision in the case of an acute onset and by an appropriate thoracotomy 
in chronic cases. Conservative management is contraindicated as the report of a case 
during pregnancy illustrates. 


(BMU Vol. 997, Sep. 1988) 


* * * * * * 


Around the world about 10 million people develop tuberculosis each year and 3 
million die from it. The prevalence of leprosy is around 12 million patients, of whom 
up to one quarter have physical deformities. 


(BMJ Vol. 297, 16 July 1988) 


LABORATORY EQUIPMENTS 


* Spectronic 20B & L * Electronic Digital 
U.S.A. Blood Pressure & Pulse 
meter 

* Slide Projector 

* Haemometer 

* Haemocytometer 

* Counting Chamber 

* RBC/WBC Pipette 

* Blood Cell Counter 

* Baby W. Balance 
















* Erma Colorimeter 

* Microscopes 

* pH Meter-Digital 

* Conductivity Meter 

* Centrifuge Machine 

* Autoclave/Sterilizer 

* Glucose Colorimeter 

* Premature Baby 
Incubator 

* Hot Plate, Water Bath 
Oven, Incubator etc., 

* Deioniser * X-ray Viewing Box 

* Analytical Balances * Stop Watch /Timer 

Contact: 2 8110973 


LAB-INSTRUMENTS 
78-A, Jagannath S.Seth Road, 
‘Ratnadeep’ 1st Floor, 

(Near Roxy, Opera House), 
Bombay - 400 004. 


* Pyrogen Testing 


* Top Syringes 


е The choice antimicrobial 
in Upper Respiratory 
Tract infections 


© High cure rates 
in Gonococcal 
and non- 
gonococcal 
urethritis 


(Doxycycline HCl) 





ten 925 
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Founded by the late 
Dr. U. RAMA RAU in 1923 
Publisher 
R. LAKSHMIPATHY 


SUBSCRIPTION RATES 
Annual Subscription: By Mo Rs.48 
By VPP Rs.57 
Single Copy : Rs.4.00 


Editorial & Publishing Office 
Professional Publications (P) Ltd. 


P.O. Box No. 2 Madurai-625 003 


Tamilnadu | 


è Preventive treatment for 
Traveller's Diarrhoea 


e 10095 success 
rates in venereal 
diseases: 
Gonorrhoea, 
Syphilis 


Superior to all Tetracyclines 


(Doxycycline HCl) 


The Purest One 


For further information write to: 
U. S. VITAMIN (INDIA) LTD. 
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Select the correct answer: B. Thrombocytopenia 
C. Convulsions 
I. Complications of ulcerative colitis D: Denm ee 
include all of the following, except: E. All of the above 
F. Aand C 
A. Vitamin B,» deficiency 
B. Haemorrhage ; i | 
C. Perforation VI. para is the primary drug of therapy 
D. Stricture 
A. Topical fungal infections 
П. n Crohn's disease, microcytic hypo- B. Substitute for amphotericin 
chronic anemia results probably from; C. Pseudoallescheria boydii infections 
A. Malabsorption of iron 
B. B,2deficiency VII. Acute severe hemiscrotal pain, enlarge- 
C. Chronic bleeding ment and tenderness in young adult 
D. Sepsis Suggests; 
A. Hydrocele 
III. Treatment of ulcerative colitis may B. Epididymitis . 
include all of the following, except; C. Testicular torsion 
D. Seminoma 
A. Sulfasalazine 
B. Steroids 
C. Colectomy VIII. Secondary causes of hyperlipsdemia 
D. Metronidazole with elevated cholesterol include, all of 
these except; 
IV. The best drug for treating antibiotic A. Hypothyroidism 
induced colitis is; 
B. Smoking 
A. Metronidazole 5 i Ape wi 
D. Diuretics 
B. Vancomycin Ез ies th sais 
C. Anion exchange resins E es йч. е е, died 
mia 
D. Bacitracin 
| (Dr. М. Hariharasubramanian M.D., Ph.D.) 
V. Side effects of metronidazole include; 
A. Liver damage (For answers see page ne. 468) 
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Itching ... a great discomfort 


For prompt relief from a 
in skin allergies 


MEBRYL 


Faster acting — Longer lasting 
Antipruritic antihistamine 


SUMMARY OF PRESCRIBING INFORMATION FürthérWdonnationis Sivaltüble on 


FORMULA : Each 'Mebryl tablet contains: Embramine request: P.B. No. 2, Bangalore -560 049. 
(Mebrophenhydramine) 25mg. (Present as Embramine Hydrochloride). 

INDICATIONS : All seasonal and non-seasonal allergies especially in 

those disorders where pruritus is a symptom, including urticaria and 

angioneurotic oedema (giant urticaria), eczema, hay fever, allergic rhinitis, 

allergic dermatitis. Also indicated in atopic dermatoses. DOSAGE : Adults 

and children over 12 years: One to two pits daily. ha nd SKOF 

a maintenance dose of 1 tablet daily is satisfactory. н 

Slight drowsiness and dizziness occasionally occur on full dosage. t S 14 ДҮЕ = 

CAUTION : Patients who drive or operate machinery should be advised 

that 'Mebryl' may occasionally cause drowsiness. Caution should always PHARMACEUTICALS 

be exercised when prescribing for the pregnant patient particularly during 

the first trimester. (O Eskayef Limited & 
Licensed user of Regd. Trade Mark 
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€CG Quiz | 


70 year old woman presents with attacks What are the abnormalities seen i the ECG? 
of dizziness. O/E Premature beats plus Eject- (The ECG was taken after a short course of 
ion systolic murmur, conducted and S4 gallop. antiarrhythmic drugs). 
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(Dr. N. Hariharasubramanian M.D., Ph.D.,) 
* * * * * * 


Answer to the E.C.G Quiz - July '89 
Sinus tachycardia with Atrial Ectopia 


* * * * * * 
Answers to Medi Quiz 
I - A Y. R 
IF- ec Vien 
Ix D VII - C 
IV - A VII - E 
* * * * * * 


The World Health Organisation (WHO Statistics Quarterly 1988; 41; 74-81) has 
a three point preventive programme against diarrhoeal diseases; uninterrupted breast 
feeding for the first two years of life; provision of safe water supplies, and facilities 
for disposal of excreta. The last two aims were achieved in Europe 100 years ago, 
and they should not seem impossible targets for the whole world. 


(BNU Vol. 297, 13 August 1988) 
* * * * * * 
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Corrigendum to July '89 issue 


The same is given below, to enable our rea- 


the chart. 


+ 


Under caption E.C.G. Quiz in the above 


issue vide page number 413 


- the E.C.G. [ders to send their answers on referring to 


chart has been omitted to be printed. 
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Guidelines to Contributors 


“The Antiseptic” is a monthly publication 
devoted to the cause of medical practice with 
an emphasis in general practice in the rural 
setting. Contributions are invited from health 
professionals in India and abroad in the form 
of original articles, reviews, short 
communications, reports of interesting cases, 
condensed extracts of useful articles appearing 
in other journals, experiences with new 
preparations, letters to the editor, etc., 
Contributions should ordinarily not exceed 8 
typed pages (double- spaced) in foolscap size, 
excluding space occupied by figures and 
illustrations. Contributions that have already 
been published in part or full will not be 
entertained, and contributions are accepted on 
the distinct understanding that they are sent 
solely to "The Antiseptic” for publication. The 
contributions are scrutinised by the editorial 
board before publication and the editor 
reserves the right to accept, alter or reject any 
contribution without assigning any reason. 


The Publisher reserves the copy right of 
contributions published in the journal. 
Reproduction in reputed medical journals is 
permissible, if credited properly, but not for 
commercial purposes. 


Preparation of Manuscripts: Manuscripts in 
English typewritten in double space on one side 
of paper should be submitted in duplicate. The 
size of the text, tables and figures should be 
such that these can be mailed to the reviewers 
under one cover. Texts should be typed leaving 
liberal margins on all four sides, so as to 
facilitate recording of comments by the 
reviewers directly on the text. Unnecessarily 
complex, extremely long and poorly written 
Manuscripts with excessive number of tables 
and/or illustrations are likely to be rejected. The 
Manuscripts should include a) a title page 
b) an abstract c) the text of the paper. 


Title Page: The title of the Manuscripts should 
include the purpose and findings of the sork. 


One complete title should be preferred to a title 
with sub titles. Titles should be followed by 
names of authors (first name, middle name(s), 
followed by surname), address(es) of the 
Department(s) and institution(s) where the work 
was done. Educational degrees obtained from 
universities/recognised institutions alone may 
be mentioned. If the author’s present address 
differs from the one at which the work was 
done, this may be indicated in the footnote on 
this page. 


Text: The text should start from next page and 
should be divided into introduction, materials 
and methods, results and discussions. It may 
sometimes be necessary to use sub-headings 
within some sections to clarify their content. 
For short communications there is no need to 
divide the text into aforementioned sections. 
Case reports, reviews etc. may not need the 
above format and it is recommerided that the 
authors consult a recent issue of the journal 
for guidance. 


Abstract: The second page of the Manuscript 
should contain an abstract not exceeding 100 
words. The abstract should give.a precise 
account of the methods, results and 
conclusions. It should be arranged in numbered 
concise paragraphs. 


Introduction: The purpose of the investigation 
should be spelt out clearly and in a concise 
fashion. Previous work having direct bearing 
on the study should be quoted. If a recent 
article has summarised the work on the subject, 
it may be sufficient to cite this article rather 
than repeating individual citations. 


Materials and Methods: The author(s) should 
describe the methods, procedures, apparatus 
(with manufacturer's name and address in 
parenthesis) etc. in sufficient detail to allow 
workers to reproduce these. Details of 
established methods may however be avoided. 
A brief description may be needed for methods 
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that have been published but are less well 
known. Substantial modification of an 
established method should be adequately 
explained. Drugs should be listed in separate 
para, preferably with the name of the 
manufacturers in parenthesis. Trade names of 
drugs should not be used. 


Results and Discussion: The observations 
should be arranged in a coherant way so that 
meaningful data is generated. It is always 
desirable to summarise the data in the form of 
tables and figures. However, duplication of data 
in text and figures/tables is not permissible. 
Figures and tables should be so designed that 
data presented is understandable . without 
reference to the text. The approximate location 
of figures and tables should be marked in the 
text. 


Figures: One original and one xerox copy of 
each figure should be enclosed. The figure 
should be black line drawing or a photograph 
on glossy paper with a legend on separate 
sheet. The figures should be numbered in 
arabic numerals and should bear on their Баск 
(in light pencil mark) the title of the paper in 
brief. 


Tables: These should be typed separately, 
numbered in arabic numerals and should bear 
appropriate headings and table number. М ог 
portion of discussion should relate to the work 
of the study; unnecessary details may be 
omitted. The discussion should deal with 
interpretation of results without repeating the 
information already presented under results. 
Ordinarily results and discussion should be 
dealt separately, however it may sometimes 
become necessary to clump the results and 
discussion together. 


Ackncwledgements: Acknowledgement should 
be brief and made for specific scientific and 
technical assistance only and not for providing 
routine departmental facilities and 
encouragement or for help in the preparation 
of the Manuscripts. 


References: The references in the text should 
be cited as name of the author(s) followed by 
the year. Where there are more than three 
authors, the reference may be written as the 
name of the first author followed by et al. At 
the end of the paper, the references should be 
arranged in alphabetical order. They should 
include the author's names (year of publication) 
title of the article, name of the journal 
(underlined). Periodicals, volume number 
(underlined) first and last page numbers. 
Sample references are given below: 


Reprints: 30 Copies are supplied free to author. 
А larger number may be obtained 
(against payment (2 Rs.0.50/- per 
page) on written application at the 
time of sending the article. 


Book Review: Publishers may send advance 
copies of books/new 
Publications for review and 
recommendation. 


News: Contributors may send news-items of 
interest to medical practitioners for 
publication. 


Sample References: 


Journals: Natarajan, M. (1987) Hydatid Cyst- 
Brain-The Antiseptic Vol-84 No.12. 
pp.706-711. 


Book: Barar, F.S.K., (1987) Drug Interactions, 
In: Essentials of Pharmacotherapeutics. 
pp.84-92. New Delhi : S. Chand & Co. 


Chapter in a book: Natarajan, M.,(1980) 
Parasitic Infestations: 
In: Text Book of Neuro 
surgery VolI; Ramamurthy, 
B. & Tandon PN; 
Madras: National Book 
Trust of India pp.472-86. 


Corporate Authors: 

Annual report of the 

Director General of Health (1974) 
pp.41-55, Canberra: Australian 
Govt. Publ. Serv. 


Breast concer screening 


Breast cancer is primarily a disease of women and every woman is at risk as she 
grows older. Because of genetic and lifestyle differences, some women are at greater 
risk than others. Some of the factors that increase risk include advancing age, a family 
history of breast cancer, being older than 30 years at the first live birth, never giving 
birth, eating a diet high in fat and obesity. Breast cancer is not known to be associnted 
with hormone use, nor is it believed to be related to chemical pollution in the environment. 


A physician may recommend a mammogram (a low-dose breast X-ray) which can 
identify cancers too small to be felt. Mammography screening is recommended annually 
for all women over age 50. For younger women or women in high-risk groups, the phy- 
sician should discuss with patients the recommended guidelines. Recent improvements 
in equipment and technique have reduced the amount of radiation necessary for high 
quality mammograms. A personal physician can discuss the benefits and potential risks 
of mammography for individual women. All women should be told where they can obtain 
the best quality mammogram with the lowest X-ray exposure. 


A clinical breast exam should complement a mammogram and should be carried 
out during regular medical checkups. It is recommended that all women over the age 
of 20 examine their breasts once a month. Breast self-exam is encouraged as the third 
component of a complete breast cancer screening program because symptoms can 
develop and be noticed between clinical breast exams or mammography. Breast slef- 
exam includes several important components: regularity complete coverage, consistent 
pattern, adequate pressure and use of finger pads. 


(New York State Journal of Medicine / July 1988) 


* * * * * * 


Is there any evidence that woodworm killers-probably those in use around 10 years 
ago-cause diseases of the nervous system? 


In the United Kingdom “woodworm” is usually caused by the wood boring activities 
of the common furniture beetle (anobium punctatum). A decade ago infested timber 
was usually treated with organochlorine compounds such as - hexachlorocyclohexane 
(lindane). These compounds are highly lipid soluble and will attack the central nervous 
system. Some are stimulants of the central nervous system, causing hyperexicitability 
and convulsions, while others have the opposite effect and may cause mental and 
motor retardation. Although deaths have occurred, these effects are considered to be 
acute and reversible and there is no evidence of chronic neurological damage. 


Latterly, concern about ecotoxicity and reports of damage to human bone marrow 
have caused organochlorine compounds to fall from favour. Nowadays pyrethrins 
(derived from plants such as the chrysanthemum) and the pyrethroid permethrin are 
the treatments of choice: the latter is probably the most commonly used treatment. 
These compounds are not considered to be neurotoxic. Formulations are usually water 
based, odourless, and therefore more acceptable to the customer. In the past, however, 
many preparations were solvent based, often being dissolved in white spirit. It has 
been alleged, particularly in Scandinavian countries, that long term exposure te this 
solvent may cause irreversible neurological damage, characterised by premature 
dementia and peripheral sensorimotor neuropathy. This so called solvent enceghalo- 
pathy is a contentious issue. Even if proved, a person would probably need many years 
of daily exposure to become affected; casual exposure would not be harmful - ALAN 
R SCOTT, senior employment medical adviser, Nottingham. 


(BMJ Vol. 297 22 October 1988) 


DTIC-DHOME Rs. 345/- PER VIAL OF 200 MG (U.S.A. MAKE) 
TOBRAMYCIN 80 MG BULGARIAN Rs. 56/- PER VIAL 

CISPLATINUM 10 MG IN 10 C.C. BULGARIAN Rs. 59/- PER VIAL 
COLIMYCIN INJ. - COLISTIN SULPHOMETHATE SODIUM INJ. MFG. BY 
KAYAKU-JAPAN BOX OF 10 VIALS x 1 M.U. PRICE Rs. 138/50 PER BOX 
VINCRISTIN SULPHATE 1 MG INJ. CHINESE MAKE PRICE Rs. 32/- P. VIAL 


Available with: 
4374701 M/s. CHANDRA BHAGAT CHEMICALS., 


Phones: 4371412 For Order P.O. Box No. 16615, Matunga (E). 
4375309 BOMBAY -400 019. 


Gram: "TETANUS" 


Imuran : (Azathioprine): Mfcd. by Burroughts Wellcome Box of 
50 Tabs x 50 mg Price Rs. 225/- per 50 Tabs. 

HMG Masson : International Accepted formula 751U (FSH) + 7510 (LH) 
(same formula of Serono Pergonal) Price Rs. 170/- per box 
of 1. Vial + Solvent. 

HCG : Human Chorionic Gonadotrophin) mfcd by Spic-China 
avallable in Box of 3 Amps + Solvent 1000 IU. Rs. 50/00, 

«200 IU rS. 98/- 5000 IU. Rs. 265/- per box. 

Mestinon ‚ (Pyridostigmine) Mfcd. by Roche, Switzerland Price Rs. 25/- 
per bottle of 20 tabs x 60 mg 

Cycloserine : Strip of 10 caps х 250 mg. Mfcd. by ЗЫН we 

| Price Rs. 159/- per 10 caps 

Adalate : '(Nifedipine) Originally Bayer W. Germany. Price Rs. 250/- 
per box of 90 caps x 10 mg 

Artamin Caps : Penicillamine Mfg. by Biochemic-Austria Box of 
50 caps х 250 mg price Rs. 190/- & 50 caps х 150 mg 
price Rs. 205/- per Box 

Antabuse Tabs: Mfg. by DUMEX-BANGKOK box of 100 Tabs x 500 mg 
Price Rs. 506/- per vial. 


Available with 


4374701 M/s. BHAGAT TRADERS., 
Phones: 4371412 For Order Р.О. Box No. 16605, Matunga (Е), 
4375309 BOMBAY -400 019. 
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THE FROZEN HIP 


Capsulitis or frozen shoulder is a well recognised clinical disorder. An analogous 
disorder may also affect the hip and is probably underdiagnosed. 


The “frozen hip” is a clinical entity, which can be distinguished from the "irritable 
hip" syndrome, which causes pain but only slight restriction of movement. Clinically, o 
frozen hip shows limitation of active and passive movements, rotation being particulary 
affected. Investigations to exclude systemic disease must yield negative results, but 
an isotope bone scan will show an increased uptake. Once the condition is diagnosed 
spontaneous resolution can be expected and patient given a favourable prognosis. A 
detailed prospective study of such a group of patients should improve understanding 
of the phenomenon of joint capsulitis. 


(8.M.J. Vol. 297, 3 September 1988) 


Chickenpox in pregnancy 


Varicella (chickenpox) may have serious complications in pregnancy. In a study of 
43 women with varicella in pregnancy, nine had associated morbidity - four had pneu- 
monia, of whom one died and one required ventilation and four had a premature labour, 
of whom two delivered prematurely. Infection within the first 20 weeks of gestation 
may result in the congenitat varicella syndrome (microcephaly, convulsions, and mental 
retardation resulting from cerebral cortical atrophy and cerebellar hypoplasia, limb 
hypoplasia; rudimentary digits; and pigmented scars), with about 10% of the babies 
born to mothers infected in the first trimester being affected. When maternal infection 
occurs within two weeks of birth the baby may be infected at delivery and develop 
chickenpox after birth. 


Infection may be prevented by vaccination of susceptible women before pregnancy 
with live varicella vaccine (when available). Antivaricella zoster immunoglobulin can 
prevent infection in 50% of cases when given to susceptible contacts (trials mainly in 
non-pregnant subjects) 1,000 mg. antivaricella zoster immunoglobulin is to be given 
intramuscularly to the pregnant woman within three days after exposure to infection. 
A recent report suggests that infected pregnant women should be admitted to an 
infectious diseases unit for treatment with intravenous acyclovir (10 mg/kg every eight 
hours given slowly with 1 Itire of fluid for each gram of acyclovir) to ameliorate the 
course of the disease. The fetus does not seem to be adversely affected. -JA В Collier 


(BMJ Vol. 297 29 Oct. 1988) 
* * * ж * * 


Pulmonary toxicity of malaria prophylaxis 


The increased use of malaria prophylaxis has led to more reports of drug induced 
toxicity. Hepatic, renal, skin, and bone marrow effects are well recognised. Five cases 
of pulmonary toxicity and systemic illness after the use of pyrimethamine-sulfadoxine 
have been reported. in two of these reports rapidly progressive respiratory failure 
developed and open lung biopsy showed eosinophilic pneumonia. We report four 
coses of pulmonary eosinophilia: three patients became ill after taking pyrimethamine- 
dapsone and one after taking pyrimethamine-chloroquine. 


(BMU Vol. 297 12 Nov. '88) 


* * * * * * 


Severe Guillain-Barre syndrome in a patient 33 weeks pregnant, who went into 
premature labour 48 hours after requiring mechanical ventilation, is described. The labour 
required augmentation with oxytocin and a healthy 2000 g baby was delivered using 
forceps. Obstetrically, the patient had an uncomplicated puerperium. She required venti- 
lation for 20 days and after extensive physiotherapy was discharged with no disability. 
It is our opinion that the management of the gravid patient with Guillain-Barre syndrome 
does not differ much from that of non-pregnant patients with the disease. Supportive 
care in an intensive care unit remains the cornerstone of treatment and unnecessary 
obstetric intervention must be strongly resisted. 


(SANJ. Vol. 73 May 1988) 
* * * * * * 


* * * * * * 


Ongoing acute diarrhoea in infancy may respond to a change from a cow's milk 
to a soya-based formula. This is usuaslly ascribed to the change in carbohydrate content 


of the feed but the ideal carbohydrate composition of the soya feed is uncertain. Twenty 
infants with severe watery diarrhoea persisting 2 days after initial rehydration and 
refeeding with a cow's milk formula were randomly allocated to one of two soya-based 
formulas. In one the carbohydrate was a mixture of sucrose and glucose polymers and 
in the other all the carbohydrate glucose polymers. No advantage was noted for either 
formula. Approximately 50% of each group responded to dietary change. The prompt 
cessation of diarrhoea and the disappearance of evidence of carbohydrate malabsorption 
suggests the response is due to the removal of lactose from the diet. Those infants 


that did not respond had evidence of continuing carbohydrate malabsorption, and were 
not simply lactose-intolerant. 


(ЅАМЈ. Vol. 73 19 March 1988) 
* * * * * * 


Cholelithiasis in children is a condition that is not as rare as is commonly thought, 
even in children without predisposing factors. However, the incidence does not approach 
thot in the adult population and consequently symptoms readily ottributed to chole- 
lithiasis in adults uill less frequently be efficiently diagnosed in the paediatric patient 
in whom there is no known predisposing condition, e.9. haemolytic disorders. The clinical 
presentation can be protean, further complicating correct diagnosis. 


Ultrasonography offers a safe, painless and, these days, readily available means 
of examining the gallbladder, Because the patient does not need to be immobile, it 
lends itself to examination of the unsedated child. Ultrasonography is particularly accurate 
when a gallstone moves. 


The fact that ultrasonography has made the study of the biliary tract easier than 


before, may account for the apparent increase in the incidence of cholelithiasis in the 
paediatric patient. 


(SANU Vol. 73, 21 May 1988.) 


* * * * * * 
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ATENOLOL 50/100 mg TABLETS 


Reduces high blood pressure 
effectively and safely 
with just one-tablet-a-day. 


The first step to hypertension therapy 


Superior cardioselective /$, blocker 
Cardioprotective 
Free from CNS side effects 


Restores normotension in your hypertensive patient 








Compositions: -s0 Each film-coated tablét contains Atenolol 8.Р. 50 mg. 

чоо Each film-coated tablet contains Atenolol B.P. 100 mg. 

Indications: Management of Hypertension. Prophylaxis of Angina Pectoris. 

Post-Infarction Angina. 

Dosage and Administration: The initial dose is 50 mg once daily. 

Full therapeutic effect is evident in 1-2 weeks. 

If required the dosage should be increased to 100mg once daily. 

Contra-indications: Sinus bradycardia, heartblock greater than first degree, 

cardiogenic shock . 

Precautions: Caution should be observed in patients with a possibility of impending 
cardiac failure. Therapy should not be stopped abruptly in patients with 
coronary artery disease. 

Adverse reactions: ATEN is well tolerated and safe for use in the recommended dosag! 
in a large majority of patients. However, occasional patients may develop 
miid and transient side effects such as bradycardia, cold extremities, 
nausea, dizziness or fatigue. 

Blister pack strip of 10 film-coated tablets. 
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* Reduces Proteins 
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Lactogen 1 has stood the test of time because it : 


* supplies all the nutrients that infants 
need in the first 6 months of life. 


* ensures healthy growth and development 


meets international recommendations 
on nutritional standards. 


* rarely causes those minor feeding problems 
that are major worries for mothers. 


* reduces the risk of constipation (Lactogen 1 
fed infants will have firmer stools than breast 
fed infants but this is perfectly normal). 


* has a slow transit time that produces the 
feeling of satiety that makes for contented 
babies. 
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If a decision to use an infant formula is taken, it is important to give 
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where safe,smooth & sustained diuresis is required 
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POSITIVE ADVANTAGES 


Supported by Pharmacological & Clinical 
experience and research studies. 
Synergistic action & effects of ALURETIC 
ingredients. 
e Onset of Diuresis within one hour 
of administering first dose of 1-2 tabs of 
Aluretic. 
This diuretic effect lasts for 5 to 6 hours. 


e Safe, Smooth & Sustained DIURESIS. 
Increases output of urine without causing 
strain or adverse effect on kidneys 
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Safe, Smooth, Sustained Diuresis is operative and post-operative. 
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ry term diuretics intermitantly or 
+ Renal: insufficiency, malfunction, continuously required. 
Nephritis. DOSE: 
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B.P congestive heart failure tabs, in 24 hours in divided doses. 
+ Pulmonary congestion Last dose not to be given late in the 
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late middle & old age when kidney doses is to be adjusted as per 
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NYBUMOL TABLETS 
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Conts. (STRONG FORMULA) Paracetamol - IP. 325 mg. 
Aspirin IP 200m9. Ibuprofen ІР 200 mg. 
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Caffeine IP 20 mg. Conts 
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Diloxamide Furoate IP 250mg. Zinc Oxide IP 4% w/w 
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* Yellow Soft Paraffin Base q.s. 
Analgin IP 500 mg. 
Oxyphenbutazone ІР 100 mg. ВЕМЕМ - $ 
Each g. contains: 

METROQUINOLINE TABS 

Q Betamethasone Valerate IP 1.2 mg. 
Conts. Neomycin Sulphate IP 5.0 mg. 
Metronidazole IP 200 ma. Cream Base q.s. 


lodochlorhydroxyquinoline 250 mg. 
BENEM-O 3 gms. - Each gm. conts. Betamethasone Sodium Phosphate BP 1 mg.; Neomycin Sulphate IP 5 mg.; 
Soft Paraffin Base q.s. 
CLOTRINE CREAM 20 gms. - Each gm. conts. Clotrimazole U.S.P. 1%; Cream Base: q.s. 
BETAMETHASONE CREAM 5 g. & 15 g. 
NECILLIN SKIN OINTMENT - Neomycin Sulphate Super White Cream 10 gm. 
NITROZONE OINTMENT 10 g. tubes & 400 g. Alu. Cont (Nitrofurazone Oint. N.F.O. 2%). 
NYFLUCIN CREAM PLAIN 15 gm. - Each g. conts. Fluocinolone Acetonide B.P.C. 0.025%: Cream base: q.s. 
NYFLUCIN C CREAM 15 g. - Fluocinolone Acetonide B.P.C.: 0.02596; Quiniodochlor 396; Cream base: q.s. 
CLOTRINE TABLETS Conts. Clotrimazone U.S.P. 100 mg. 
IODO-FURTABLETS (Anti-Diarrhoea) - Conts. lodochlorhydroxyquinoline ІР: 0.2 mg.; Furazolidone B.P.C.: 0.1 g. 
NYCIN TABLETS (Analgesix-Antipyretic) - Conts. Analgin IP: 0.25 g.; Paracetamol IP: 0.25 g. 
NYFORTE TABS (Vit.B.Complex Forte - S/C) - Conts. Vit. B1 IP (Mono): 1 mg.; Pyridoxin Hcl. I.P. 0.5 mg.; 
Riboflavin IP: 1 mg.; Niacinamide IP: 15 mg.; Calcium Pentothenate USP: 2 mg. 
NYMPHAPLEX TABS (Multivitamin Tabs) - Conts. Vit. B1: 1 mg.; Vit. B2: 1 mg.; Niacinamide 15 mg.; Vit. C. 25 mg. 
NYMPHAVITE TABS (Multivitamin Tabs) - Conts. Vit. A: 125010; Vit. B1: 0.5 mg. Vit. C: 12.5 mg.; Vit. D: 10010. 
NYPAMOL TABS. Conts. - Paracetamol IP: 500 mg.; Chlorpheniramin IP: 2 mg. 
SPORTKRIM - Conts. Adrenaline Bitratate IP: 0.3%: Mephensin IP: 2.5%: Methy Salicylate IP: 9.096; C.P. 
Maleate IP: 0.2%; Menthol IP 2.096; Methy Nicotinate BP: 1.5%. 
COMMON TABLETS: BETAMETHASONE SOD. PHOSPHATE IP 0.5 mg.; CODEINE PHOSPHATE TAB NFI 10 mg.; 
FRUSEMIDE IP 40 mg. (Diuretic); FURAZOLIDONE IP 100mg. (Antimicrobial); PHENIRAMINE IP. 22.5 mg.; 
RESERPINE IP: 0.25 mg.; TRIFLUPROMAZINE NF 10 mg. 
Also manufacturing many other tablets and ointments. 
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(Albendazole, Eskayef) 
THE ADVANCED ANTHELMINTIC 


* Offers broadest spectrum of action: Keep the family well with 
effective against nematodes and 


cestodes. 4 
e Provides simple, single dose: по ZENTEL 
complicated dosage titration; no 
need to dose for several days: * 


e Offers more advantages than 
mebendazole or pyrantel 
preparations. 

e The only anthelmintic that kills 


worms at all stages of the worm 
life-cycle: ova, larvae and adult 





SUMMARY OF PRESCRIBING INFORMATION 


Formula: Each 'Zentel' tablet contains 400mg of 
albendazole. Each 5ml. 'Zentel' Suspension 
contains 200mg of albendazole. The suspension 
can be administered as it is or mixed with a 
beverage of choice. Dosage and 
Administration: Adults and children (Over two 
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10m! (400mg) of ‘Zentel’ suspension as a single 
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Strongyloides, Taenia or H.nana infestation. 
‘Zentel 400mg once daily should be given for 
three consecutive days. 
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PUBLISHER'S NOTE 
SEPTEMBER '89 






Dear Doctor, 










You could have seen from press 
reports about increase in the price of 
the imported newsprint. In fact the 
increase is 1009 and the minor 
concessions offered Бу Ње 
Government are not of any use. This 
has necessitated the publishers of all 
the newspapers and periodicals to 
revisetheir subscription rates. To fall 
in line with others and to run the 
magazine economically, I am 
compelled to revise the subscription 
rate, with effect from January 1990. 
The new subscription rates from 
1-1-1990 will be Rs.120/- per 
annum, in other words Rs.10/- per 
copy. The current price is Rs.8/ - per 
copy and the increase is Rs.2/ - only 
per copy. 

















At the same time, I am trying to 
give you the best material in turn. 






[request you to kindly lend me your 
helping hand in this direction and 
co-operate with mein my endeavour. 








Yours Cordially, 


PLA e /Á 


(R.LAKSHMIPATHY) 
PUBLISHER 











MADURAI 
25-8-1989 
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e prompt control of fever and pain 
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a comprehensive haematinic 
for the treatment of anaemia of varied etiology. 


Contains: 

Syrup of Hemoglobin with 
Vitamin B12, Folic Acid 
fortified with extra Iron. 


Formula: | 


Each 15 ml. (Опе tablespoonful) 
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Hemoglobin ............... 2095g. DTE 


Ferric Ammonium Citrate I.P. ; PLUS 
(equivalent to Elemental  GVRUD 

iron25 mg.) ......... eee. 125 то: OF HEMOGLOBIN E 
Cyanocobalamin І.Р. ........ 7.5 mcg. WITH VITAMIN Biz, р 
ГОЙС АСЮ LP. J cece ccc cece es OS т. -— E 
00. AMÉETEEEEYSICERCTERNU EU 


Alcohol Content 5.5.96 v/v 


For Adults: (Therapeutic) One tablespoonful - e 
twice a day after meals. iei © 


For Children: Above 1 year (Pediatric) 
One teaspoonful twice a day after meals. 


Presentation: Bottle of 280 ml. 
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Gestanin 


(Allylestrenol) 


Protects pregnancy at risk 
by stimulating placental 
hormones and enzymes 






* Over 25 years of 
Gestanin use 
have established 
the efficacy of И 


Threatened | Em : cum m e 


and Habitual 
Abortions 
as well as in 


Threatened (Q 


Pre-term 
Labour. 
* Gestanin offers 
the advantage of 
oral administration 





COMPOSITION : Each tablet contains Allylestrenol 5 mg WARNINGS AND PRECAUTIONS No warnings or precautions 
INDICATIONS a) Threatened abortion; b! Habitual abortion: are applicable 
ci) Threatened premature labour ADVERSE REACTIONS : Gastrointestinal complaints (nausea. 
DOSAGE a)1tablet three times daily for 5-7 days If necessary vomiting) have been reported occasionally 
tne treatment period may be extended. After disappearance PRESENTATION Strips of 10 tablets 
of the symptoms the dosage should be gradually reduced 
uniess Yoana return. 9 GESTANIN HAS NO KNOWN CONTRA-INDICATIONS 
0) 1-2 tablets daily as soon as pregnancy has been diagnosed S, Further information 
The administration should be continued until at least one on М available on request from 
month after tne end of the critical period under hcence from 

va M INFAR (INDIA) LTD 
cı The dosage must be determined individually High dosages N. V. ORGANON, 38. Chowringnee Road 
tupto 40 mg. daily) have been used HOLLAND INFAR Calcutta 700071 
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Vol. 86 (9) 469-75 


Tumours of the spinal cord and spinal canal 


Natarajan M., Muthukumar N. 


Spinal cord tumours are not uncommon. 
Since it is uncommon it is frequently diagnosed 
as non-neoplastic disease which is common 
in the spinal cord, especially degenerative 


disease. The spinal nerves innervate the, 


neck, trunk, upper and lowcr limbs. The spinal 
cord tumours arise from or near the spinal 
nerve and so radicular pain is common. Radi- 
cular pain may be diagnosed as disease of 
local organ in the chest or abdomen or cervical 
spondylosis or lumbar disc protrusion. Hence 
clinician must be alive to the possibility of 
spinal cord tumour. It is easy to diagnose by 
nerve specialist and he must be able to dia- 
gnose spinal cord tumour even with uncommon 
processes, symptoms of which are signature of 
diseases in the area of his expertise. He must 
continually polish his diagnostic acumen. 


Incidence 


Tumours of the spinal cord form 2% of 
tumours affecting the central nervous system. 
They are commonlv classified as extra-dural, 
intradural extramedullary and intramedullaty 
tumours. Extradural tumours are more 
common in hospitals, where cancer patients are 
seen. Intradural tumours are uncommon. 
Ratio of intradural to extradural tumours is 
approximately 3 to 2. The ratio of intramedul- 
lary tumour to extrameduallary tumours is 
higher in children than in adults. These 
tumours are common in middle age. Menin- 
gioma are common in females. In other 
tumours the incidence is equal in both sex. 
The tumours are common in thoracic cord 
since it is longest of the spinal cord next, the 
cervical region followed by lumbo-sacral 
region. 
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Fig. 1 


Shows sclerosis of vertebra due to secondary 
from carcinoma prostate 


Pathophysiology of spinal cord compression 


Clinical effects of spinal cord compression 
depend on the following factors. 


1. Position of the tumour. 

2. Topography of anatomical components. 
3. Selective vulnerability to pressure. 

4. Blood supply of the spinal cord. 

5. Speed of compression. 


æ- 


. Position of the tumour 


When the tumour is posterior to the cord 
it affects the posterior columns first; on the 
lateral aspects it causes spastic weakness on 
the same side with contralateral impairment 
of pain and temparature perception - Brown- 
Sequard syndrome. On the anterior aspect 
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of the cord it causes ataxia of the legs due 
to spino-cerebellar involvement initially 
followed later by spastic weakness. A laterally 
placed tumour may press the cord against 
opposite pedicle and cause reverse Brown- 
Sequard syndrome. The early onset of spastic 
weakness is due to vulnerability of large 
diameter axons of the pyramidal tract. 


2. Topography 


In tumour arising within substance of the 
cord, effects depend on the point of origin, 
direction of spread of growth and whether 
it is expansile or invasive. Involvement of the 
decussating spinothalamic fibres cause central 
pain with regional distribution. There is im- 
pairment of pain and temperature in a 
suspended manner. There is bilateral involve- 
ment of long tracts below the lesion with lower 
motor neuron palsy at the site of the lesion due 
to anterior horn cell affection. 


3. Selective vulnerability 


Large diameter fibres are more succeptible 
to compression. Grey matter is more resistant 
to pressure than white matter. 





Fig. 2 


Shows enlargement of intervertebral foramen 
due to dumbbell neurofibroma. 


Blood supply of the spinal cord: 


Blood supply of the spinal cord is from one 
anterior spinal and two posterior spinal arte- 
ries arising from the vertebral artery branches 
of subclavian. This blood supply is reinforced 
оу radicular arteries present mainly in the 
cervical C5, C6 and lower thoracic between 
T8 and T11. So the blood supply is precarious 
at T4 segment. High cervical cord tumours 
and foramen magnum tumours may cause 
wasting of the intrinsic muscle of the hand 
due to interference of the anterior spinal artery 
blood supply. Pressure on the artery of 
Adamkeiwiz, the large radicular artery supply- 
ing the lower end of the spinal cord may give 
signs of a high cord lesion. Spinal grey matter 
and smaller diameter fibres and the afferent 
fibres of the spinal cord are more succeptible 
to hypoxia. 





Fig. 3 
Shows extra spinal extension of a dumbbell 
neurofibroma in chest x-ray. 


Character of the compressing lesion 


A hard mass causes more neurological 
deficit than a soft tumour or cyst. The invasive 
tumour causes more damage than an expansile 
tumour in the substance of the spinal cord. 


5. Speed of compression 


Rapid compression of spinal cord like 
extradural spinal compression causes 
permanent damage if not relieved immediately 
due to vascular occlusion. A slow growing 
tumour causing a flattened spinal cord may 
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recover since the cord accommodates slowly 
to the compression. 


Clinical symptoms and signs 


Clinical symptoms and signs depend on the 
following factors: 


1. Anatomical discrepencies in the spinal cord. 

2. Blood supply causing lesion distant from 
the site of compression. 

3. Anchoring of spinal cord by spinal roots 
or dentate ligaments. 

1. Spinothalamic tract crossing to the opposite 
side in2 to 3 segments from the site of entry. 


Spinal cord is shorter than the vertebral 
canal resulting in the discrepancy between 
spinal cord segments and the corres 
ponding vertebral body. The upper four 


cervical segments lie opposite the numerically . 


corresponding vertebra. The lower four lie 


opposite one vertebra higher. From T1 to . 


T9 they lie 2 vertebra higher. Lower segment 
lies at increasing intervals so that L1 is 
opposite to T10 and the S1 to S5 is opposite 
to L1 vertebral body. A high cervical cord 
tumour may cause ischemia of lower cervical 
segments resulting in wasting of the hand 
muscles due to interference in anterior spinal 
artery blood supply. Pressure on the spinal 
cord anteriorly may cause stretching of the 
dentate ligaments attached to the lateral 
surface of the cord causing pyramidal dys- 
function. 


Symptoms and Signs 


Pain is the commonest presenting initial 
complaint. Pain may be of 3 types: 


1. Local pain 


Pain may occur locally over the neck or 
back worsened by movement. It may be severe 
during sleep. 


Radicular pain 


Since most of the tumours arise from the 
posterior nerve roots it causes pain in the 
corresponding dermatome aggravated by 
spinal movements, coughing, sneezing or 


t 
straining. When T7 nerve root is involved 
it may be misinterpreted as peptic ulcer, T8 
as gall bladder and T11 as appendicitis. 


3. Remote or regional pain 


The pain is oppressive, burning with dy- 
sesthetic quality. It is not of root distribution, 
often bilateral, non-segmental , diffuse, pattern 
nonaffected by straining. It may not be limited 
to one site. 


Non-painful sensory disturbances 


Numbness, tingling or coldness occur 
frequently. It may be limited to a segment or 
spreading over an extensive area. The paras- 
thesia may descend from above, suggestive 
of intramedullary compression. 





Fig. 4 
Shows cup shaped filling defect due to 


intradural extramedullary tumour. 
Motor disturbances 


The earliest symptoms may be one of 
tiredness or heaviness coming on after exercise. 
Clumsiness and ataxia may occur due to other 
long tract involvement. Motor symptoms . 
may present as a limp, stiffness, reigidity or 
spinal deformity in children. 
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Sphincter disturbances 


The urinary disturbance may be, difficulty 
in evacuation, retention, incontninence with 
impotence. These may be the initial symptoms 
in tumours of the conus or cauda equina region. 


Localisation of the tumour 


Cervical first and second segments or foramen 
magnum tumors 


Produce disproportionate loss of position 
and vibration sense in the upper limb compared 
to lower limbs and atrophy of the intrinsic 
muscle of the hand. Involvement of the C2 
nerve root causes pain and sensory loss in the 
occipital region. Nystagmus may occur due 
to involvement of the medial longitudinal 
fasciculus. Impairment of pain in the trigeminal 
area may occur due to involvement of spinal 
tract of the 5th nerve. Initially spastic 
weakness of the legs may be present followed 
by upper limb involvement. 


Tumours compressing the cervical enlarge- 
ment and its roots: 


May cause radicular pain spreading to the 
index middle, ring and little finger due to C6, 
C7, C8 and T1 affection respectively. Muscular 
weakness gives localisation, deltoid to CS, 
biceps to C6 triceps, extension of the wrist 
and metacarpophlangeal joints to C7, flexion 
of wrist/finger abductor and flexor of the 
thumb C8, small muscles of the hand to T1. 
Weakness and wasting of the hand may occur 
due to lesion at higher level. 


Thoracic: 


Involvement of upper thoracic region 
may produce girdle type pain being mistaken 
for angina pectoris, coronary thrombosis or 
pleurasy. Middle and lower thoracic region 
tumours produce pain in the abdomen suggest- 
ing a lesion, there. When the lower abdominal 
muscles are weak raising of the head in lying 
position may cause upward movement of the 
umbilicus called Beever’s sign suggesting 
T10 segment level. Sensory loss or impairment 
is easly demonstrated with dermatome giving 
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localisation of the lesion. The nipple lies within 
the 5th, umbilicus within the 10th thoracic 
dertamatomes. 


Lumbosacral and conus medullary tumours: 


These tumours affect the parasympathetic 
outflow to the bladder, bowel and sexual 
organs causing enuresis, impotence preceding 
other neurological abnormalities. This may 
be mis-diagnosed as psychological problem, 
cystocele in women and prostatic disease in 
man. The tumour may cause both upper and 
lower motor neurone lesions. Sensory loss 
at L1 may involve the inguinal region, L3 
front of the knee, L5 dorsum of the foot. L3 
lesion may cause quadriceps weakness with 
absence of knee jerk. L4 causes inversion 
and L5 eversion of the foot weakness. Stand- 
ing on tip-toes plantar flexion of toes and ankle 
will be affected S1 lesion. 





Fig. 5 


Shows enlargement of the cord in 
intramedullary tumour with interpedicular 
distance being enlarged. 
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Tumours of the cauda equina 


Since the tumours arising below the lower 
end of the cord involves the cauda equina 
fibres, they may cause radicular pain for a 
long time being misdiagnosed as disc prolapse. 
They will cause weakness, atrophy fasci- 
culation and loss of tendon reflexes. When a 
Schwanoma arises from a single nerve root, 
pain and sensory loss may be, restricted to one 
root for a long time. Ependymoma arising 
from the filum terminale affect roots bilaterally 
causing bilateral symptoms and signs. 


Unusual early complaints: 


A visible tumour mass, a dimple, dermal 
sinus, sub-arachnoid hemorrhage, clinical 
menigismus, kyphoscoliosis, gait abnormali- 
ties or déformity of feet in children are un- 
common complaints. 


Localisation of vertebral level: 


Clinical segmental cord level may not 
corresopond to the vertebral level since the 
cord is shorter than the vertebral column. 
In the upper cervical region the cord segment 
lies opposite to the same vertebra. In the lower 
cervical region it lies opposite to one vertebra 
higher. In the upper nine thoracic segment it 
lies 2 vertebra higher. Later L1 segment is 
opposite T10 vertebra and sacral segment S1 
to S5 opposite L1 vertebra. Shortness of the 
neck may indicate basilar impression. Spina 
bifida occulta may suggest a intraspinal der- 
moid or lipoma. Cafe-au-lait spots and multiple 
neurofibromatosis may suggest neurilemoma 
as the cause for compression. 


Course of symptom: 


Clinical course is usually progressive. The 
first and earliest stage is neuralgic stage (pain 
only stage). The next stage is Brown-Sequard 
syndrome type of deficit. Third stage is in- 
complete transection dysfunction. The fourth 
stage is complete transection dysfunction. 
The process may occur over many years. 
Abrupt onset may occur. 
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Other factors in diagnosis: 


In children astrocytoma and sarcoma are 
common. 


Sex: ° 


Meningioma is common in females in thoracic - 
region. 


Level: 


The tumours may occur at any level. Primary 
intramedullary tumours are multisegmental 
with an associated syrinx. Cauda equina 
tumours are often diagnosed in the early neu- 
ralgic stage. Multiple primary tumours may 
Occur. 


Extradural tumours: 


Tumours may arise in extradural space 
primarily. Extradural tumours commonly 
develop in surrounding bone causing the des- 
truction of vertebra, lamina, pedicle. 


Metastatic tumours are most common extra- 
dural tumours: 


Metastatic tumours are frequently from 
the breast, prostate, lung thyroid and gastro- 
intestinal tract. Multiple myeloma, maligmant 
lymphoma. Hodgkin's disease commonly 
involves the extradural space. Less frequently 
osteo-sacoma, chordoma may occur. 


Extradural cyst: 


Commonly occurs in thoracic area. They 
cause symptoms slowly producing erosion of 
the pedicles with scalloping of the vertebral 
bodies. 


Epidermoid and Dermoid: 


Arise in the lower thoracic and lumbo- 
sacral region. 


Intradural and extramedullary tumours: 


Most common tumour here are neurinoma 
and meningioma 
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Neurinoma: 


It affects all age groups, all spinal levels 
and is multisegmental, multicentric and may 
have hour glass features in one-fourth. 


Pain of radicular pattern is the commonest 
first symptom: 


Abnormal x-ray finding is present in 50% 
of the cases. 


Meningioma: 


It is rare in infancy, and childhood, 
common in females at thoracic area usually 
intradural and extramedullary, occasionally 
extradural. Symptom duration is over many 
years. Pain is the commonest first syptom, 
commonly radicular; plain x-ray may not show 
abnormalities. 


Intramedullary tumours: 


Ependymoma апа  astrocytoma аге 
common. Ependymoma is primarily intra- 
medullary tumour occuring frequently in 
thoracic region. In conus region it is partly 
intramedullary and partially exophytic. They 
occur in all age groups; pain is the commonest 
symptom. Back pain is present followed by 
disturbance of sensation. Next in frequency 
are motor and sphincter complaints. X-ray 
is abnormal in one-half of the cases. 
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Fig. 6 
Shows a spinal cord tumour, removed enmass 


Glioma: 


Occur in all age groups, all levels of the 
cord occasionally associated with syrinx. Pain 
IS the commonest complaint; radicular as weli 
as diffuse. Motor dysfunction is the second 


initial complaint. Abnormal x-ray findings 
are rare. 


Dermoid and Epidermoid tumours: 


Occur in all age groups. Epidermoid is 
rare in infancy and early childhood; Dermoid 
occurs at the conus; Radicular pain is the most 
common first symptom. Spine deformities and 
congenital anomalies are frequent. 


Lipoma: 


Commonly present in early decades of 
life. Intradural extramedullary may go into 
the cord. Commonly present in cervical and 
thoracic region. Symptoms are of many year 
duration. Slowly ascending mono-paresis and 
paraparesis are the initial complaints. Pain 
is unusual. Local subcutaneous masses or 
dimple or other associated anomalies are 
frequent. Abnormal x-ray findings, are 
common in lower lesions. 


Diagnosis of spinal tumour: 


These tumours present first with radicular 
pain, complete or incomplete transverse lesion 
of the cord or signs of compression of the roots 
of cauda equina. Extradural tumours may 
not cause symptom by compressing cord but 
interfering with the blood supply to the 
cord. So its onset may be sudden. Tumour is 
usually a metastasis. The occurrence of night 
pain 2 to 4 hours after being asleep is a classi- 
cal sign of intraspinal tumour. 


Differential Diagnosis: 


Spinal tumour has to be differentiated 
from transverse myelitis, multiple sclerosis, 
subacute combined degeneration of the cord, 
syphilis, amyotrophic lateral sclerosis, 
spondylosis, arachnoiditis, rupture of inter- 
vertebral disc. Multiple sclerosis is differenti- 
ated by its remitting occurence, sign of multi- 
ple lesion, and changes in C.S.F. globulin. 
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Syringomyelia: 


It is suspected when trophic changes are 
present. CT with subarachnoid metrizamide or 
collapsing cord sign or air myelogram will help in 
diagnosis. Sub acute combined degeneration 
of the cord is diagnosed by neurological find- 
ing, vitamin B,> levels, and characteristic 
haematologic changes. Syphilis is diagnosed by 
serological finding in C.S.F. Amyotrophic 
lateral sclerosis may be excluded if there is 
sensory loss. Cervical spondylosis is diagnosed 
by plain x-ray finding and myelogram. Ara- 
chnoiditis is diagnosed by the fragmentation 
of the dye on myelogram. Raptured inter- 
vertebral disc usually affects one root. If 
multiple roots are involved it may suggest a 
tumour. i 


X-ray 


In 15% of the spinal neoplasms the follow- 
ing abnormalities may be seen in plain x-ray. 


1. Localised destruction of the vertebra like 
scalloping of the posterior margins of verte- 
bral body or lucency of a portion of the 
vertebra. 


2. Interpedicular distance may be enlarged. 
Localised enlargement of intervertebral 
foramen is seen in dumb-bell neurofibroma. 


3. Swellings of paraspinal tissue by the 
dumb-bell tumours or tumours arising 
there invading the spinal canal. 


4. Proliferation or sclerosis of the bone. 


5. Calcium deposit in meningioma or congenital 
tumours. 


Lumbar puncture and C.S.F. examination: 


On lumbar puncture, compression of the 
jugular will increase C.S.F. pressure indicating 
there is no subarachnoid block. If the C.S.F. 
pressure is not increased it indicates compres- 
sion of the subarachnoid space by tumour. In 
a complete subarachnoid block C.S.F. ison the 
Xanthochromic with increased protein with 
normal cell count. Protein of C.S.F. is in- 
creased in 90% of the cases in spinal tumour. 


Myelogram: 


Injection of radio opaque oil like myodil, 
pantopaque or water soluble media like metri- 
zamide will show the block of the dye by the 
tumour. Exradural tumour displaces the dura 
towards subarachnoid space deforming the 
contrast medium on its outer aspect. In 
intradural extramedullary tumour, lying in the 
subarachnoid space will displace the spinal 
cord away from the tumour. The tumour will 
be outlined by contrast material. Intra- 
medullary tumours cause enlargement of the 
cord shadow displacing the contrast column 
laterally. 


CT scan: 


May not demonstrate soft tissue changes 
of intraspinal tumours though the bony 
destruction may be seen. The tumour may be 
clearly demonstrated with intrathecal 
injection of metrizamide, with CT scan. The 
intraspinal tumour may be clearly demon- 
strated by magnetic nuclear resonance in 
three planes. 


Treatment: 


With the modern methods of micro neuro- 
surgery, bipolar coagulation, excellent results 
are obtained by surgical removal of extra- 
meduallry encapsulated tumour like menin- 
gioma and neurofibroma if irriversible damage 
has not occured to the cord. In intramedullary 
tumours like ependymoma and astrocytoma, 
it is possible for the surgeon to remove tumour 
completely if there is a good plane of clevage 
between the tumour and the cord. Invasive 
astrocytomas are only decompressed followed 
by deep x-ray therapy. Extradural metastatic 
tumours may respond to high dose steroid 
therapy with emergency radiation, if the 
metastatic nature of the tumour is known. 
However surgery is required in the absence 
of the histological diagnosis, highly resistant 
primary tumour, progressive neurological 
deterioration despite radiation, previous 
spinal cord radiation, spinal column instability, 
bony compression of neural elements 
secondary to pathological dislocation. 
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nalidixic acid, oxolinic acid, 
cinoxacin and enoxacin... 
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Dermatology in practice: Some aspects - 


Sweat disorders 


Jayakar Thomas, Muthuswami T.C. 


Hyperhidrosis: 


At various times different stimuli cause 
excessive sweat production. Gustatory (curri- 
es), thermal (climatic, febrile etc.) or psycho- 
logical reasons all come into play but the only 
one which is clinically important is the psycho- 
logical group which affects the hands and feet 
or the axilla. 


Occurring almost exclusively between the 
ages of 15 and 25, palmo-plantar hyperhidrosis 
is more commonly suffered from than com- 
plained of. Doctors can often recognise it when 
taking a pulse and questioning will reveal that 
such people often have great trouble in keep- 
ing their writing unsmudged, particularly 
during examinations. When sweatiness of the 
feet predominates it is usually kept secret 
although some patients complain of a mal- 
odorous interdigital maceration. Paradoxically 
this is seen more often in colder climates where 
thick socks and impermeable footwear incre- 
ase perspiration and diminish evaporation. 
These symptoms disappear with age and often 
need little more than mild tranquillisers or 
sedatives. Soaking the hands or feet in 5% 
formalin solution is sometimes helpful while 
rarely it is necessary to have recourse to regio- 
nal sympathectomy. 
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Axillary hyperhidrosis is often embarrasing 
and proprietary antiperspirants are useful but 
10% sodium hexametaphosphate or alumi- 
nium chloride can be applied. The sweating 
area is sometimes so localised that severe 
cases have been treated by excision of the 
affected area. 


Dyshidrosis: 


Blockage of the sweat ducts can occur at 
various sites. When the mouth of the auct is 
blocked, usually as a complication of sunburn 
or a high fever, miliaria crystallina erupts as 
tiny shiny vesicles which dry up quickly as the 
cause subsides. If the blockage is in the intra- 
epidermal part of the duct miliaria rubra or 
‘prickly heat’ appears. People unused to the 
tropics who meet a hot humid climate for the 
first time, develop small irritant red papules, 
not obviously vesicular, on the trunk and 
round the neck. Washing limited to once a day 
and followed by calamine cream is usually all 
that is needed to help the condition which goes 
as the sufferer becomes acclimatised. 


Anhidrosis 


Rarely children are born with no sweat 
glands and develop high temperatures when 
overheated. If they live in the tropics they 
must have frequent cold baths and special 
arrangements must be made for this at school. 


Secondary anhidrosis is common in leprosy 
affecting tuberculoid lesions early in their 
development and lepromatous patients in the 
later stages; after a time the skin becomes 
dry and ichthyotic. 
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Snake bite 
Padhy P.K., Mahapatra S.K., Mahanty S.C., Patnaik B.C. 


Introduction 


Out of 2500 species of snakes in the world, 216 are in India. Again 
of these only 52 species are poisonous. About 20,000 deaths in India 
occur from snake bite every year. 


Classification of common varieties: 


The Poisonous varieties belong to 5 families 


opp —MMMÀÓMMMMÓMMM À— Sa ae: 


Family Common variety(ies) Distribution 
1. Crotalidae Pit Vipers.(Rattle snakes, water maccasin, America, Asia 
copper heads). Fer-de-lance, Bush matter 
*2. Elapidae Cobras, Kraits, Mambas, Coral snakes, Worldwide except 
Death adder Europe 
3. Colubridae Boom slangs, Bird snakes Africa 
4. Hydrophidae Sea snakes Indo-Pacific waters 
*5. Viperidae True vipers, Puff adder Worldwide except 
America 
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* The poisonous snakes found in India belong to families Elapidae and Viperidae. Common 
Elapids are Naja naja (Indian Cobra) and Bungarus caeruleus (Indian Krait). Vipera russelli 
(Russel's viper) and Echis carinatus (Saw Scaled viper) are the common vipers. 


—————— — — Snake venom: 
Dr. Padhy P.K., M.D., 


Lecturer The normal function of snake venom is to 
Dr. Mahapatra S.K., M.B.B.S.. P.G. (Medicine) immobilise the prey and to assist in digestion. 
Resident, Medicine It therefore naturally contains a number of 
Dr. Mahanty S.C., M.D.. toxic substances and enzymes. In the fresh 


Assistant Professor 


Dr. Patanaik B.C., M.D.. 
Professor 
Department of Medicine, 


state it’s a clear, transparent amber coloured 
fluid and dries into a yellow granular mass 
which retains its activity for many years. It 


M.K.C.G. Medical College, contains Toxalbumin and several toxic prin- 
Berhampur. ciples. 
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Characteristics of Elapida & Viperids 


Elapids (Cobra) 
1. Body Long & cylindrical 
2. Head 
neck, covered by large scales or, 
shields, special in form or, number. 
3. Pupils Round 


4. Maxillary bone 
the poisonous fangs. 


Carries other teeth also besides 


Vipers 


Short with narrow neck 


Nearly the same width as that of the Triangular and wider than the neck 


and usually covered by numerous 
small scales. 


Vertical 
Carries only the poisonous fangs. 


Short, fixed & grooved and so usually Long movable & canalised and so 


5. Fangs 
cannot bite through clothing or, can bite through clothing and may 
may give only asublethal dose. also inject a fatal dose. 
6. Venom Neurotoxic Vasculotoxic 
7. Other characte- ^ Oviparous Ovi-vivi parous. 
ristics 
Toxins Family Mechanism of Injury-Death 
1. Neurotoxin Elapidae, Hydrophidae Respiratory paralysis 


(Basic Polypeptide) 
2. Cardiotoxin Elapidae 


3. Enzymes (Phospholipase A 
or, lecithinase, Phospho- 
diesterase, AT Pase, 
Hyaluronidase etc.) 


4. Proteases 


5. Acetyl cholinesterases 


Elapidae, Hydrophidae, 
Crotalidae & Viperidae 


Crotalidae, Viperidae 


C. V. depression 
Haemolysis 


Hypotension due to release 
of vasoactive amines. 


Elapidae (absent in spitting 


Cobras, mambas, coralsn.) 


6. Alkaline phosphatases 
7. Acid phosphatases 


In one sentence Elapid venom is mainly 
neurotoxic, viper-venom is vasculotoxic, 
which causes vascular damage and alteration 
of blood coagulation and sea snake venom is 
myotoxic. 


Pathogenesis: 


According to Reid, venomous snakes 
have two types of bite, the first being a busi- 
ness bite inflicted when the snake is after a 
prey. In this case a large amount of venom is 
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injected and the victim dies rapidly. The 
second type of bite is a matter of defence or 
warning and little or, no venom is injected, the 
snake's object being to escape. When a veno- 
mous snake bites human beings, it generally 
uses the second type of bite. Therefore over 
50% of the victims have minimal or, no poison- 
ing and only 25% develop serious systemic 
symptoms. Hence most important thing to 
realise is that "Poisonous snake bite is not 


necessarily the same thing as snake bite poison- 


Ing". 
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Venoms of Elapidae and Hydrophidae 
contain basic polypeptide which produces 
non-depolarising neuromuscular blockade 
with resultant flaccid paralysis including res- 
piratory paralysis. In addition cobra cardio- 
toxin depolarises cell membranes of skeletal, 
cardiac and smooth muscles thus contributing 
to paralysis. 


Haemorrhagin activity is found in Vipe- 
ridae venom, causes spontaneous haemorrhage 
by opening up endothelial junction of small 
blood vessels or, creating holes in these cells. 


The cause of local swelling, blistering and 
necrosis, a feature of envenomation by Vipe- 
ridae and in some cobras is due to a cytotoxic 
venom component. 


Clinical features: 


As already described in the pathogenesis 
over 5096 victims have minimal or, no poison- 
ing. Only 25% develop serious systemic 
symptoms. 


The hall mark of attack by a venomous 
snake is the presence of fang marks; these are 
usually two but only one may be evident if the 
bite is sideways on. 


In contrast bites by nonpoisonous snakes 
produce a characteristic ‘U’ shaped set of 
teeth marks. One can get to know about the 
size of snake from the distance between the 
fangmarks. 


Factors affecting the severity of snakebite: 


1. Amount of venom injected 


It depends on age, size, species of the 
snake, whether the bite is on the naked skin 
or, through clothing, the type of fangs whether 
grooved or, canalised and the season and the 
time of bite. 


2. Host factor: 
Snake bite poisoning is more serious in 


children (small size), old age, in debilitated 
subjects. 


3. Location of bite: 


Bites on extremities are less dangerous 
than those on the face and trunk. 


4. Physical activity after bite: 


Physical exertion like running enhances 
absorption of poison and increases severity 
of poisoning. 


Fear and fright, anxiety, frank hysteria 
may confuse the clinical picture. Without 
envenomation also there may be flushing, 
dizziness, breathlessness, palpitation, sweat- 
ing, acroparasthesias. The terror of snake 
bite may precipitate angina, acute myocardial 
infarction, or, cardiac arrhythmias. 


Bite from Elapid snake (Cobras & Kraits) 


There may be mild local symptom like 
burning sensation at the site of bite but marked 
neurotoxic effects. Symptoms appear within 
15 minutes to 2 hrs. There occurs clouding 
of consciousness, dyspnoea, tachycardia, 
ptosis. There may be dribbling of saliva, para- 
lysis of tongue and laryngeal muscles and 
ceasation of respiration, leading to coma, 
followed by convulsion and death. 


Viperidae 


There is severe local symptoms and marked 
vasculotoxic effect. Intense local pain and 
swelling, oozing of blood from bite site, 
haemorrhage characterize the bite. Epistaxis, 
malaena, haematemesis, hematuria, vomit- 
ing in severe cases leading to acute circulatory 
collapse and death. There is interference in 
blood clot mechanism and haemorrhagin 
activity. 


Sea snake bite: 


It's felt as a sharp initial prick subsequently 
becoming painless. After 1 or, 2 hours gene- 
ralised muscular pain and stiffness develops, 
starting in the neck and limb girdle. Myoglobi- 
nuria causes characteristic brown discolour- 
ation of the urine and serum transaminases 
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get elevated. Hyperkalaemia may become 
problematic because of leakage of cellular 
potassium following extensive muscle damage. 
Respiratory failure may ensue. 


Laboratory investigations: А 

It may show progressive anaemia, poly- 
morphonuclear leucocytosis (20000-30000 
/Cmm) thrombocytopenia, —hypofibrino- 


genemia, disordered tests of coagulation 
(clot retraction test), proteinuria, haematuria 
and azotemia. 


Anaemia results from bleeding or, rarely 
from haemolysis; venoms containing pro- 
coagulant may produce thrombocytopenia 
especially after Malayan pit vipers and saw 
scaled viper bite. Useful tests for venom 
induced defibrination are the simple whole 
blood clotting and clot quality test. A few ml 
of blood are placed in a clean, dry, glass test 
tube, left undisturbed for 20 minutes and then 
tipped to assess clotting. The tube is again 
examined after 12 hrs. to assess the size of the 
clot. Non-clotting may be diagnostic of syste- 
mic envenomation. Serum К” is increased in 
sea snake biting (Talled T-wave, prolonged 
PR interval, widening ORS complexes, flat 
P-wave in E.C.G.) due to Rhabdomyolysis. 
Serum enzymes such as SGOT (AST) and 
SGPT (ALT) and CPK rise with local tissue 
damage but these are grossly increased in sea 
snake bite. E.C.G. in viper bite may show 
inverted “Т”, raised ST segment, prolonged 
QT interval, arrhythmias. Urine contains 
RBCs, polymorphs and granular casts. Dark 
urine is tested for haemoglobin and myo- 
globin. 


Recent Advances (Immuno Dx) 


Specific snake venom antigens have been 
detected in wound aspirates, wound biopsies, 
blood, urine, C.S.F. and body fluids by 
methods like Immuno diffusion, C.LE., 
Passive haemagolutination, R.I.A., ELISA. 
Out of these ELISA is the simplest and most 
sensitive. Venom antibodies (Ab) may be 
detected by ELISA and persist rhany. years 
after the bite. 


480 


"THE ANTISEPTIC" 


Management 
First Aid: 


1. Complete rest and immobilisation of the 
bitten limb (or, part) 


2. Reassurance and transfer to hospital. 


3. Constriction band few cms. above the 
bite to impede the lymph flow: as need- 
less to say that maximum systemic absor- 
ption of venom occurs through lym- 
phatics. 


4. If the victim is seen within 5 minutes of 
the bite but atleast 30 minutes away 
from hospital, 1.0 cm linear incision, 
0.3 cm deep carefully made with what- 
ever antiseptic measure available, 
through each fang mark and suction is 
done. Hence incision and suction are 
extremely important and this may 
remove 50% of the subcutaneously 
injected venom. 


5. Analgesic like paracetamol is given. 
Vomiting is controlled with chlorproma- 
zine 25 mg I.V. Angioneurotic oedema 
and shock are treated with chlorpheni- 
ramine maleate 10 mg I.V. and Adre- 
папе 0.5 - 1.0 ml О.1% S.C. or I.M. 


B. Specific management: 


Laboratory investigations must be done 
prior to starting specific therapy. Anti snake 
venom (ASV) is manufactured by Haffkine's 
institute, Bombay, Central Research Insti- 
tute, Kasauli and Serum Institute of India. 
ASV prepared is specific and polyvalent, by 
hyperimmunizing the horse against the parti- 
cular venom or, against venom of 4 common 
poisonous snakes (Cobra, Krait, R.V., S.S.V.). 
1 ml. of polyvalent ASV neutralises approxi- 
mately 0.6 mg of Cobra, 0.6 mg of Russel’s 
viper, 0.45 mg of Krait and 0.45 of saw scaled 
viper venoms. The monovalent antisera are 


more potent and highly specific. 


The initial dose of ASV depends on amount 
of envenomation. 


a. For bites accompanied by local swellings 
but no systemic symptoms 2-5 vials 
(20-50 ml) is usually sufficient. 
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b. When swelling has progressed beyond 
thesite of bite with mild systemic features 
and/or, haematological abnormalities 
50-90 ml should be given initially. 


c. For severe bite with marked systemic 
effects 10-15 vials should be admini- 
stered. 


In general 50 ml of ASV diluted with 500 
ті I.V. fluid is given over 1-2 hours after skin 
test. About 5095 higher dose is given to child- 
ren and small adults to neutralise the relatively 
higher venom concentration. Dose is repeated 
till systemic features subside and local symp- 
toms cease. 


There is dramatic response soon after 
starting I.V. ASV consciousness returns. 
B.P. rises, systemic bleeding stops within 
15-30 min. and blood clotting returns to normal 
within 6 hours. 


Contraindications: 


There is no absolute c/i to ASV admini- 
stration. But patients who are allergic to horse 
serum and with severe envenomation may be 
given pre-treatment with adrenaline and anti- 
histaminics. This may be partially effective in 
preventing reaction. But “rapid desensitiza- 
tion is not recommended." 


Reaction to ASV and treatment: 


For early reactions (anaphylactoid) adre- 
naline 0.5 ml-1.0 ml 0.1% s.c. is the drug of 
choice. The dose may be repeated. Pyrogenic 
reaction is treated with antipyretics. The late 
reactions (serum sickness) are treated with 
prednisolone 5 mg 6 hrly for 5-7 days anc 
chlorpheniramine maleate 2-4 mg 6 hrly. 


Supportive therapy. 


1. Maintenance of respiration by mechanical 
means for a few days must be done, as 
respiratory failure by Elapids is reversible. 


2. Tetanus toxoid and/or, tetanus immuno- 
globulin should be administered. 
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3. If wound infections appear, broad spectrum 
antibiotics must be given as predominant 
microorganisms of snake mouth, are 
Gram (—ve). 

4. Fasciotomy - Is done to prevent further 
ischaemic injurv to a massively swollen 
limb. When possible, intercompartmental 
tissue pressure should be monitored with 
surgical decompression undertaken only 
if pressure is more than 30-40 mm Hg. 


5. Surgical debridement of vesicles and super- 
ficial necrotic tissue is conducted at the 
end of Ist week following bite. 


6. Pain relief may be brought with paraceta- 
mol, pethidine, moderate sedation and 
there may be maintenance of fluid balance. 
Measures to combat shock and haemorr- 
hage and management of coma, and con- 
vulsion may be undertaken. 


Treatment of neuroparalysis 


It's fully reversible and especially impor- 
tant after elapid poisoning. The mesures are - 


1. Maintenance of clear airway. 

2. Tracheostomy 

3. Assisted ventilation upto 10 days. 

4. Anticholinesterase-Neostigmine 2.0 mg. 
I.M may be given initially followed by 
0.5 mg 6 hrly 4 hours after. Before each 
dose of Neostigmine 0.6 mg Atropine 
I.V. is given to combat the former's 
muscarinic side effects. 


Complications of snake bite and their 
management: 
1. Shock: 


The combination of antivenin, fluids, venti- 
lation and possibly isoprenaline (Isoprin) 
appears to be the most satisfactory method of 
combating shock from snake venom poisoning. 


2. Respiratory failure: 


Its management has been already discussed 
in the treatment of Neuroparalysis. 


3. Acute Renal failure: 


a. Administration of potent loop diuretic 
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or, mannitol to enhance urine flow in 3. Gloves 
the early phase of renal failure. 4. Lighted torch at night 
5. To look where one steps or, reaches. 
6. Last but not the least- 
Unlit paths and roads are specially 
dangerous after heavy rains. 


b. Maintenance of fluid in take output chart. 


c. Maintenance of electrolyte and acid 
base balance. 


d. Diet - must include 100 gms carbohydrate 
per day to minimize catabolism. Protein 
is restricted to 20 gm/day. 
e. Dialysis: References: 


Its indications are - 
1. Cecil Text Book of Medicine, 18th Edition, 1988 


B Symptomatic uremia pp. 1927-1929. 
2. Serum K*>7 mEq/L 
3. Serum pH <7.15 2. Harrison's principle of Internal Medicine, 12th Edition, 1987. 
4. Blood urea more than 300 mg/dl 3. A.P.I. Text Book of Medicine, 4th Edition, 1986. Editor- 
5. Hypercatabolic renal failure in-chief - Shantilal J. Shah. Snake bite page 28-30 (author 
6. Serum creatinine more than 10 mg/dl V.S. Tenbe & P.J. Anjaria) 
LM Parikh's Text Book of Medical Jurisprud d Toxi 
8. Fl . , 1 4. Pankh's Text Book o ешса! Jurisprudence an OXI- 
uid overload not responsive to cology, 4th Edn. (Revised), 1986, pp. 780-802. 
medical therapy. 
5. Oxford Text Book of Medicine. International Edition 
i i lume), 1984. pp. 635-642. 
Prevesiion- (Single volume) pp 
: / ; 6. Diagnosis & Management of Medical Emergency by Vakil & 
Especially in snake infested areas one Udwadia, Fifth Impression (2nd Edition), 1980, 
should take the following precautions. pp. 684-696 (Udwadia). 
1. Long trousers 7. Mishra N.P et al, Quarterly Medical Review vol. 33 No.4, 
2. High shoes Oct. 1982. 
* ж * * * * 


The Report of a WHO study group - Technical Report Series No. 773. 


This report issues an urgent call for action on the part of governments to ban or atleast 
firmly curtail the use of smokless tobacco before it is too lote, citing overwhelming scienti- 
fic evidence linking use of smokeless tobacco products to cancer and other severe disease. 


(World Heath Organisation Publications) 
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Sharbotone in the treatment of whooping cough 
in children (Report of a clinical trial) 


Vijayakumar V.., Viswanathan J. 


Introduction 


Whooping Cough (Pertussis) is a common infectious disease affecting 
children often causing a significant morbidity as a result of its compli- 
cations. Inspite of its preventable natue it is still prevalent especialy 
among preschool children. The distressing nature of the cough and its 
resultant interference to nutrition, sleep and growth of the child often 
necessitates the need for early diagnosis and treatment. Most of the 
complications due to whooping cough could be prevented by effectively 
suppressing the cough and by promoting the expectoration of thick 
tenacious sputum apart from controlling the infection by the use of 
appropriate antibiotics. Most of the indigenous herbal plant products 
have been found useful in this regard since ancient times. Keeping this 
in view it was decided to evaluate the usefulness of ‘Sharbotone Syrup’ 
in the treatment of whooping cough. 


Materials and Methods: 


68 Children with Whooping cough without 
any complications attending the Out-Patient 
department of Paediatrics department in Govt. 
Rajaji Hospital were taken up for this study. 
The diagnosis of whooping cough was made 
on clinical basis (due to lack of sufficient 
investigatory facilities) and children with the 
following criteria, were included in this study. 


1. Paroxysmal cough unassociated with fever 
lasting for more than a week with or without 
the history of ‘Whoop’ and vomiting. 


2. History of similar illness in the recent past 
in other siblings in the family or in the 
neighbourhood. 


Dr. Vijayakumar V., M.D.. рсн. 
Late Dr. Viswanathan J ., B.Sc., M.D.. DCH.. 
Professor of Paediatrics. 
Madurai Medical College 
and 
Govt. Rajaji Hospital, 
Madurai-20. 
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All the children who were included in this 
study did not receive Pertussis immunisation. 
These children were subjected to the following 
investigations. TC,DC,ESR, Mantoux test 
and X-ray chest to rule out any other respi- 
ratory problems. 


The cases were divided into two groups. 
Group I received an antibiotic, Ampicillin only. . 


Group II received both Ampicillin and 
Sharbotone syrup. However these two groups 
were fairly identical in relation to age and 
weight. 


The treatment was continued for two weeks 
in both the groups. 


Observations and results: 


Of the 68 children 23 children were below 
3 years and 45 children were between 4-6 
years. Children below 1 year and above 6 years 
were not included in this study. 


35 children received only oral Ampicillin 
(Group I) and 33 children received both Ampi- 
cillin and Sharbotone syrup was given in the 


dose of three times a day. 
oo eee Н D, HM 
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Table I 








Age and Sex incidence 
Male ' Female Total 
Age No. % No. % Мо. % 
1-3 уеаг$ 13 56.5% 10 43.5% 23 33.8% 
3-6 years 33 73.396 12 26.196 45 66.296 
Table II 
Treatment Protocol А Redusit n the frquency of day time 
cough within 4 days. 
Treatment No. % Fair: When there is significant: 
Group a. Reduction in the frequency of nocturnal 
Oral Ampicillin 35 51.4% cough within four days. 
b. Reduction in the frequency of day time 
Group II cough within one week. 
Oral Ampicillin * 33 49.6% 
Syrup Sharbotone 





The response to the above treatment was 
assessed on various parameters and was expre- 
ssed as excellent, fair and poor based on the 
following arbitrary criteria. 


Table Ш 

Type of response: 

TOLL UM SiR Aaii Ce BA MENSES E 
Response Groupl Group 11 

No. % No. % 
Күз АЗРА ee А 
Excellent 3 8.5% 9 27.2% 
Fair 2 —995» 21 63.6% 
Роог 10 28.7% 3 9.2% 


ot eee 


Excellent: When there is: 


a. Significant reduction in the frequency of 
nocturnal cough within two days. 

b. Control of vomiting within four days (follo- 
wing cough) 


Poor: When there is: 


a. No significant reduction in the frequency 
of nocturnal cough in one week and day 
time cough in ten days. 


In group I out of 35 cases 3 showed exce- 
llent results, 22 showed fair results and the 
response was poor in 10 children. 


In group II out of 33 children 9 children 
showed excellent results 21 cases showed fair 
results and 3 children showed poor response. 


None of the children showed any side 
effects directly attributable to Sharbotone. 


Discussion: 


The main pathological lesions responsible 
for the clinical picture in whooping cough are 
bronchiolar obstruction due to thick tenacious 
sputum associated with bronchospasm and 
peribronchial inflammation caused by the 
infection with pertussis bacilli. Appetite also 
was suppressed because of the fear of vomiting 
following the paroxysm. Hence it is rational 
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to act on all these levels by a suitable combi- 
nation of drugs to have a better response. 


It is obvious from this study that the res- 
ponse was excellent in a higher percentage 
(27.2%) of cases in Group II due to a combi- 
nation of various herbal products in Sharbo- 
tone which act on various factors, resulted 
in a better and quicker recovery. 


The response rate was poor only in 3 cases 
forming (9.2%) in Group II, in contrast to a 
much higher percentage (28.796) of poor 
response in Group I. 


The various infredients in Sharbotone 
syrup are shown below: 


Ingredients of Sharbotone: 


l. Acorus Calamus 2. Adathoda Vasaka 
3. Jatamanshi 4. Piper Nigrum 5. Solanum 
Nigrum 6. Alpinia Galanga 7. Bryonia Seabra 
8. Terminalia Belerica 9. Mentha Sylvestris 
10. Mucuna Propriens 11. Occimum Sanctum 


. The combined effects of control of infect- 
ion, bronchodilatation aided by expectorant 
action of some ingredients help in early re- 
moval of thick tenacious sputum from the 


respiratory tract. The carminative action of 
some ingredients help in early recovery of 
appetite and better weight gain. 


In conclusion the syrup Sharbotone was 
found to be an excellent adjunct in the treat- 
ment of whooping cough when used in addit- 
ion to antibiotics. 
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Diversion Colitis 


A condition known as diversion colitis frequently develops on segments of the colo- 
rectum after surgical diversion of the fecal stream, it persists indefinitely unless the ex- 
cluded segement is reanastomosed. The disease is characterized by bleeding of idiopathic 
inflammatory bowel disease, and it may culminate in stricture formation. It is hypothesized 


that this condition is caused by the absence of luminal 


short chain fatty acids, the pre- 


ferred metabolic substrates of colonic epithelium. 


In four patients with diversion colitis the excluded segment of the rectosignoid contai- 


ned negligible concentrations of short chain fatty acids. When D-glucose was instilled, it 
did not undergo appreciable anaerobic fermantation. Instillation of a solution containing 
short chain fatty acids twice daily resulted in the disappearance of symptoms and the 
inflammatory changes observed at endoscopy, over a period of four to six weeks. Remis- 
sion has been maintained for up to 14 months by instillation daily to twice weekly. Admini- 
stering enemas containing isotonic saline, or omitting treatment for periods of two to four 
weeks during the regimen, by contrast, did not produce any improvement or rapid relapse 


of the colitis. (The New Eng. J. of Med. Vol. 390 No. 1, 5 Jan 89) 
* * * * * * 
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ABANA 
(tablets) 


a valuable adjuvant 
in myocardial infarction 


Eighteen patients with acute myocardial infarction 

(А.М І.) were put on Abana, 2 tablets t.i.d. with other 
conventional drugs. All the patients improved and were 
free from anginal or other cardiovascular symptoms. 
The B.P. fell to normal levels in all the patients. Abana 
is a safe drug and a useful adjuvant in the 
management of A.M 1. 
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Abana enhances the blood pressure 


Vol. 86 (9) 486-8 
lowering 


effect of propranolol in mild to moderate 


hypertension 


Aruna Agrawal, Shukla S.S., Dubey С.Р. 


Abstract 


Fifty four mild to moderate cases of essential hypertension were 
selected for a clinical trial with Abana along with conventional therapy. 
A careful monitoring was done to demonstrate the significance of com- 
bined therapy. Better results were obtained when Abana was given 
along with propranolol. It can be concluded that Abana reduces the dose 
of concomitant conventional therapy. Abana did not produce any 
adverse side-effects even after continuous oral administration. 


Introduction: 


In this century essential hypertension has 
become a major cause of death due to renal 
and cardiac complications. According to 
Robert (1975), over one half of all heart 
attacks and two thirds of all cerebrovascular 
attacks occur in individuals who were previ- 
ously hypertensive. For a number of years, 
workers have attempted to define the mecha- 
nisms responsible for the development of 
essential hypertension. Till recently, no uni- 
fied concept has been developed to explain the 
aetiopathogenesis of essential hypertension. 


Due to a multifactorial aetiology the mana- 
gement of essential hypertension is still com- 
plex. Several new drugs have been introduced 
with better clinical efficacy. But due to adverse 
side-effects, single drug therapy is not found 
useful for adequate management of essential 
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hypertension. Beta-blockers are found useful 
in the regulation of mild to moderate cases 
of essential hypertension. They are also advo- 
cated in severe hypertension along with other 
conventional drug therapy. 


Several herbomineral drugs are found 
useful in the treatment of essential hyper- 
tension. Continuous use of such drugs does 
not produce any adverse side-effects. Abana, 
which is a combination of several herbs and 
minerals, has shown clinical efficacy in the 
management of cardiovascular disorders. 
In the present work attempts have been made 
to assess the effect of combined therapy with 
Abana and propranolol in comparison to 
propranolol alone, in mild to moderate cases 
of essential hypertension. 


Materials and methods: 


Fifty four diagnosed cases of mild to 
moderate hypertension were selected for this 
study. Patients having systolic blood pressure 
below 170 mm Hg and diastolic blood pressure 
below 110 mm Hg were included. Cases with 
evidence of diabetes and cardiac involvement 
were excluded. 


Fifteen cases were given propranolol in 
the dose of 40 mg t.i.d. 12 cases received 
Abana in the dose of two tablets t.i.d., while 
the remaining 27 cases were put on combined 
therapy for 12 weeks. Careful clinical and 
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laboratory investigations were carried out 
to monitor the blood pressure level and bio- 
chemical parameters. The initial values were 
compared with those after 12 weeks of therapy. 


Results: E 


Propranolol significantly reduced the 
systolic and diastolic blood pressures in the 
doses used in this study. Abana alone brought 
about significant reductions in systolic blood 
pressure, but diastolic blopd pressure exhi- 
bited insignificant reduction. In combined 
therapy where propranolol was given along 
with Abana, the fall in systolic blood pressure 
was more pronounced than with propranolol 
alone (p«0.001). Similarly diastolic blood 
pressure also reduced apreciably at the end of 
12 weeks of combined therapy. From the 
attached table it is evident that combined 
therapy produces better clinical results than 
propranolol alone. 


Discussion 


An ideal antihypertensive drug should 
lower the blood pressure by reducing the 
general pre-capillary resistance, since this is 
the demonstrable major abnormality in pati- 
ents having persistent essential hypertension. 


Out of the galaxy of antihypertensive drugs 
currently available, only some have shown 
overall efficacy in the management of hyper- 
tension. Several factors must be considered 
before choosing any drug for the management 
of essential hypertension. Cost, frequency 
of dose and side-effects must be considered. 
Diuretics are also useful in the management 
of blood pressure but continuous use may 
cause hypokalaemia. Sowers, J.R. (1987) 
reviewed the significance of various drugs 
in the management of hypertension. Calcium 
channel blockers are now effectively used as 
monotherapy and in combination with other 
antihypertensive agents. 


In spite of extensive research the treat- 
ment of hypertension is still empirical. One 
of the objectives of antihypertensive therapy 
is to control blood pressure with least incon- 
venience to the patient. The ultimate objective 
in treating hypertensive patients is to prevent 
complications and prolong life expectancy. 
Recently it has been emphasised that herbo- 
mineral drugs are useful in the management 
of cardiovascular disorders. In the present 
trial the beneficial effect of Abana has been 
studied. Abana alone was found less effective 
in cases of persistent hypertension, but when 
it was given along with propranolol, better 


Table 


Showing the effect of combined therapy on the systolic and 
diastolic blood pressures in moderate hypertension cases 














Systolic Blood Pressure Comparison: Diastolic Blood Pressure Comparison: 
Group (mm Hg) initials vs 12 (mm Hg) initial vs 12 
Initial 12 weeks weeks of Initial 12 weeks weeks of 
therapy therapy 
Propranolol 167.72 149.46 P «0.01 107.62 91.10 P«0.02 
(ЇЧ = 15) t 18.73 t 15.66 t 15.14 t 11.67 
Abana alone 169.50 154.85 P «0.05 108.32 100.78 P»0.05 
(N = 12) + 18.10 + 12.85 + 10.78 + 9.85 
Propranolol 
* Abana 171.26 133.76 P «0.001 109.19 88.75 P«0.001 
(N 227) + 2443 + 20.34 + 13.23 + 12.94 
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efficacy could be obtained by lowering the 
dose of conventional drugs. 


It is evident from the results that changes 
are more marked in the combined therapy 
group than in the single therapy group. Earlier 
it has been reported that Abana reduces the 
circulating catecholamines in cases of cardio- 
neurosis and sympathetic hyperstimulation 
(Dubey et al, 1986). The down-regulation of 
adrenergic receptors by Abana is responsible 
for the reduction of systolic and diastolic blood 
pressures caused by autonomic reactivity. 
The combination therapy has demonstrated 
rapid and sustained action on the blood 
pressure levels. The choice of such combined 
therapy ,should be based on several consider- 
ations. The important considerations are the 
patient's personality, pre-symptoms, severity 
of hypertension and nature of complications. 
A rational correlation of these observations 
with a knowledge of pharmacodynamics and 


side-effects of the various drugs, and the socio- 
economic status of the patient, will help to 
arrive at a satisfactory antihypertensive 
programme. 

Experimental trials have also provided 
identical results in combined therapy. Require- 
ments of conventional therapy can be mini- 
mised and sustained results obtained by the 
therapy outlined. 
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Residual hypopigmentation after fixed drug 
eruption (FDE) to cotrimoxazole - a case report 


Bhatia R.S. 


Introduction 


Fixed drug eruption (FDE) is à commonly seen medical problem 
which perturbs the patient; puzzles the doctor sometimes too'. Recently 
a case simulating herpes labialis has been reported". It occurs when а 
well accepted drug by a patient starts behaving in an insane style, all of 
a sudden, giving rise to a circumscribed, oval or spherical elevated 
erythmatous plaque on any part of skin or mucosa and is pruritic (2) 
We are presenting a case report which was diagnosed as vitiligo bv a 
practitioner, which was actually a hypopigmented area left on the skin 
on healing of a fixed eruption due to drug cotrimoxazole. 


Case report: 


A youngman of 28 years presented with a 
hypopigmented spot on the periumblical area 
of abdominal skin. He had few reports of 
routine faecourinary & haematological investi- 
gations. Patient was much apprehensive. His 
main worry was not the cure but the prevention 
of further spread of the lesion. Proper history 
revealed that an erythematous hyperpigmented 
plaque appeared at the start of the problem 
which did appear again one and a half month 
later when the same medicine (long tablet) was 
repeated for his cough & fever. But this time, 
there was a blister formation in the centre, 
which on healing has given rise to this newer 
disease *Phulbahri" 


Observations: 


The hypopigmented area was circums- 
cribed, oval in shape and not elevated from 
skin surface. No other area was affected. 
Patient was reassured regarding the spread 
of the disease without giving any treatment. 
Patient was not subjected to any kind of 
investigations. 
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Discussion: 


Fixed drug eruption is fairly common medi- 
cal problem but presentation with hypopig- 
mented area on healing which occurs only in 
severe cases^^ is not very commonly seen. 
Lesion in the same area occurs on repeated 
administration of the drug, but why the same 
area is affected remains unexplained as yet, 
may be it is the local skin anomally which 
determines the site for FDE. It is the sulfa 
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moiety of cotrimoxazole which is responsible 
for this, when systemically administered. 
The reason for round or oval shape is thought 
to be due to the involvement of terminal distri- 
buting vessels either or nerves or both*. Cer- 
tain workers have claimed thee presence of 
causative drug in the cutaneous lesions? while 
radio active techniques have ruled out any such 
localisation"? Existence of humoral factor 
in patient’s serum have been demonstrat- 
ed?:9.!1. although, it does not explain the 
localisation of the lesion. What Brocq.L. des- 
cribed in 1894? is seen even today but still we 
are in the dark regarding its pathogenesis! ^*^ 
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What advice should be given parents whose child has gonadal dysgenesis 
! (Turner's syndrome)? 


Turner's syndrome is common, and the uell knoun dysmorphic features may not be 
necessarily be present. Short stature is, however an invariable feature, although the main 
implication is on pubertal development and reproductive capacity, active treatment is 
available for both of these major problems so the doctor should not just explain the 
diagnosis and support the parents. 


Growth in Turner's syndrome fails during the childhood component of the human growth 
curve from about 3 years onwards. Treatment at this stage helps to keep the child part 
of the peer group and aims at maximising the child's height potential. Anabolic steroids 
(oxandrolone 1.95 mo. - daily) or biosynthetic human growth hormone alone or in combi- 
nation are proving to be an effective approach. 


Induction of puberty should be started at 11 years in line with normal girls. The whole 
process should take place over two or three years using low doses of oestrogen initially 
(1-2 ug. a day). Intermittent oestrogen treatment with a progestogen will be needed 
after 18 months. Long term treatment with the contraceptive pill is essential because of 
the risks of osteoporosis. Most women with Turner's syndrome are infertile, but ovum dona- 
tion offers the prospect of childbearing, though probably only in those in whom the uterine 
environment has been adequately prepared. 


Doctors should not collude with the parents about playing down their child's condition. 
When she learns from the Turner's Syndrome society what is and can be done she will 
not be grateful. 


Peter Hindmarsh, lecturer in paediatrics, London. 
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One and half Syndrome in a case of infective 


endocarditis 


Hariraj R., Rajendran, Ramachandran M.S: | 'a 


Summary " 


The one and a half syndrome is an uncommon form of conjugate eye — 
movement disorder which causes a combination of gaze palsy and inter V 
nuclear ophthalmoplegia. We saw one such case, in a patient with | 


infective endocarditis. The rarity of the association has prompted us «^ 


to report this case. 
Case report: 


24 year old Mr. B. a male, was admitted 
under our care for complaints of breathless- 
ness, chest pain, and fever. The dyspnea was 
exertional, of grade II and there was no 
orthopnea. The chest pain was of the anginal 
pattern. Fever was low-grade and continuous 
for 3 weeks. 


There was no history of syncope/edema 
feet/oliguria/ or rheumatic fever. 


On examination, we found a moderately 
built male, febrile, pulse - 80/min. regular, 
high volume and collpsing, felt in all vessels. 
BP 140/40 in the upper limb and 200/20 in the 
lower limb. There was moderate anaemia 
and bilateral finger clubbing. He was not 
marfanoid. 


Examination of cardiovascular system 
revealed - jugular venous pressure-5cm. Peri- 
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vir 
pheral signs of aortic regurgitation were pre- 
sent. Apex was in the 5th left intercostal space- 
lateral to mid-clavicular line and hyper- 
dynamic. There was an early diastolic murmur 
in the aortic area, grade 36 and a normally 
heard aortic second sound. There was no 
ejection click. 


RS/Abd/CNS were normal at this stage. 
Investigations: 


Blood hemogram was within normal limits. 
Blood chemistry was normal. Urine showed 
protein ++, 3-5 pus cells, plenty of red blood 
cells and epithelial cells. 


Chest X-ray showed cardiomegaly and the 
ECG showed left ventricular hypertrophy. 


A 2-dimensional Echo cardiogram and Dopp- 
ler showed bicuspid aortic valve, severe aortic 
incompetence and shaggy echoes over the 
valves, suggesting infective endocarditis. 
Blood cultures on three occasions showed no 
growth. 


He was treated with crystalline Penicillin, 
Streptomycin, T. Digoxin and T. Frusemide, 


On the 4th hospital day, he developed 
double vision on looking to the left with slurr- 
ing of speech. 


The interesting neuro ophthalmic findings 
now were: On looking to the left (both comm- 
and and following movements) the right eye 
did not move, while the left showed abduction 
nystagmus, and on attempted right gaze, both 
eyes did not cross the midline. There was 
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vertical nystagmus on looking up, but vertical 
movements were full. The pupils were normal 
and reacting. Convergence was possible. 
There was bilateral finger-nose, and heel knee 
incoordination. The rest of the central ner- 
vous system was normal. ° 








A CT scan reported normal study. 


2 weeks later, he suddenly developed con- 
vulsions and expired despite cardiopulmonary 
resuscitation. 


A post-mortem study was not possible 
Discussion: 


One and half syndrome is caused by a 
discrete lesion at the dorsal tegmentum of the 
pons affecting the Para Pontine Reticular 
Formation (PPRF) which is the lower centre 
for ipsilateral conjugate gaze, and the medial 
longitudinal fasciculus (MLF) after it has cros- 
sed the midline. 
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The PPRF receives saccadic impulses from 
the opposite frontal lobe. 


Due to affection of the PPRF patient is 
unable to effect conjugate gaze to the same 
side and due to a simultaneous lesion of the 
medial longitudinal fasciculus he has an inter 
nuclear ophthalmoplegia. The side of-lesion 
is on the side of gaze palsy. 

Wall and Wray in 1983 reported several 
associations with this syndrome - like gaze- 
evoked vertical nystagmus and incoordination. 


In our case the upbeat nystagmus is pro- 
bably due to discrete embolic infarcts affect- 
ing the vertical gaze centre in the mid-brain. 


The in-coordination is due to involvement 
of the adjacent inferior cerebellar peduncles. 


There is another possible anatomical site 
for one and half syndrome viz. one involving 
both medial longitudinal fasciculi on either 
side, with a unilateral involvement of the VI 
nerve nucleus. 


The involvement of the latter is suggested 
by the presence of medial strabismus. Stra- 
bismus does not occur in the classical site of 
lesion except in acute cases, due to overacti- 
vity of the other uninvolved PPRF resulting 
in “Paralytic Pontine Exotropia’. 


Brain-stem infarcts by themselves are rare 
in infective endocarditis. Even rarer are medial 
longitudinal fasciculus lesions. But the com- 
plication of one and a half syndrome due to 
an embolic infarct in infective endocarditis 
has so far not been reported. 
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Intracranial tumour complicating Laurence - 
Moon syndrome 


Dwivedi S., Nalini K., Kamath M.S. 


Introduction 


Ever since Laurence and Moon described occurence of mental retar- 
dation, hypogenitalism, spinocerebellar ataxia and nystagmus in four 
siblings (Laurence and Moon, 1866) there has been surge of numerous 
clinical reports in which additional features like, pigmentary retino- 
pathy, obesity, polydactyly and renal disease have been mentioned to 
occur along with classical features of Laurence-Moon syndrome (Bardet, 
1920, Biedl, 1922, Ammann, 1970, Schachat and Maumonce 1982 and 
Bauman and Hogan, 1973). However, so far no report of associated 
intracranial mass lesion in a Laurence - Moon syndrome has been 
published to the best of our knowledge. We report herewith an inter- 
esting case of Laurence - Moon syndrome associated with intracranial 


mass lesion and diabetes mellitus. 
Case report: 


Mr. ОК a 35 years old male presented 
with progressively worsening eye sight of 20 
years duration and boil over little finger of 3 
days duration. Loss of vision which began as 
night blindness gradually developed into com- 
plete blindness limiting the vision only to 
perception of light. Poor vision was diagnosed 
to be due to retinitis pigmentosa. Patient also 
noted poor scholastic performance resulting 
into repeated failures. Detailed enquiry 
revealed that the patient was born out of con- 
sanguinous marriage, full term and forceps 


Dr. Dwivedi S., MD . Ph.D. 

Professor & Head Medicine Unit VI. 
Kasturba Medical College Hospital. 
Manipal - 576 119. 

Dr. (Miss) Nalini K., M.D.. DM. 
Associate Professor of Endocrinology 
Dr. Kamath, M.S.,M.D (Аки 

Senior Research Officer. 

Kasturba Medical College. 

Manipal - 576 119. 


Specially contributed to “The Antiseptic” 





Key words: 
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delivery. His mile stones were normal. The 
onset to puberty was delayed and testicular 
enlargement appeared at the age of 19. The 
axillary and pubic hair appeared at the age of 
20 and they were still sparse. The frequency 
of shaving being one in a month only. There 
was a positive family history of diabetes melli- 
tus, poor vision and early death (Fig-1.) 


PEDIGREE - CHART 


Iv 
RETINTIS PIGMENTOSA ONSE T AT 9 
О MELLITUS 
osesitY 
HYPOGCNADISM 
MENTAL RETARDATION 





Fig. 1 
Pedigree chart showing consangunity and 
family history of diabetes, poor vision and 
early death. 

On Clinical examination he was 150 cms 
in height and obese weighing 56 kg with normal 
body proportions. Gynaecomastia was pre- 
sent. Body and sexual hairs were sparse. He 
had bilateral xanthaelasmas. The acuity of 
vision of 2/60 in both eves. Fundus showed 
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optic atrophy and diffuse retinitis pigmentosa 
(Fig.2). The testes measured 3 x 2 cms. There 
was no other abnormality. His intelligence 
quotient was 75. 





Fig. 2 


Showing diffuse retinitis pigmentosa. 


Investigations revealed fasting blood sugar 
256 mg/dl, post prandial blood sugar 258 mg/dl, 
cholesterol 411 mg/dl, triglycerides 362 mg/dl 
and HDL cholesterol 64 mg/d! and urinary 
17 KS to be 4 mg/24 hours. X-ray skull showed 
signs of increased intracranial tension in the 
form of silver beaten appearance. Size of 
pituitary fossa was normal. Patient refused 
C.T. Scan for exact localisation of intracranial 
space occupying lesion. 


Discussion 


This patient satisfies most of the diagnostic 
criteria for Laurence-Moon Syndrome, 1.е., 
mental retardation, obesity, hvpogenitalism 
and retinal degeneration, though he did not 
have spastic paralvsis (Lancet, 1988). In the 
absence of polydactyly this case seems unlikely 
to be a Bardet-Biedl Syndrome (Soffer 1956, 
Kleiro Ammann, 1969). Interestingly this 
patient also had diabetes mellitus and an asso- 
ciated intracranial mass lesion. Patients with 
Laurence-Moon syndrome are known to suffer 
from degenerative changes in the hypothala- 
mus but hypothalmic tumours have not been 
reported to be common in this condition 
(Motulsky, 1988). A hypothalamic tumour 


could well explain hyperglycemic state of this 
patient. However, in view of the positive 
family history of diabetes mellitus, it is most 
likely that he also suffers from usual non 
insulin dependant diabetes mellitus. In view 
of radiological evidence indicating associated 
intracranial mass lesion a computerised tomo- 
graphic scan could have been an ideal investi- 
gation to pinpoint the exact anatomical site of 
the neoplasm. This could not be done as he 
refused further investigations. However, any 
aggressive treatment for the intracranial lesion 
may not be advisable in view of the very poor 
vision and the mental retardation. Diabetes 
mellitus can be treated with oral drugs to 
prevent or at least delay the complications. 


Little can be done to improve or prevent 
the progressive deterioration of vision due to 
retinitis pigmentosa in Laurence-Moon Syn- 
drome. This particular patient will remain 
impotent on account of hypogonadism. The 
syndrome is inherited as an autosomal rece- 
ssive trait and the consangunity in this pati- 
ent's family warrants for genetic and marriage 
counselling. 
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The Blessed Biels Stensen (1638-86) 


Niels Stensen, also known as steno, is now almost a saint. He was beatified by ` 
Pope John Paul il last month meaning that he has attained the blessedness of heaven 
and is authorised to be called blessed and to receive public religious honour. Beatification 
is the intermediate step to c,anonisation, the official recognition of a person as a saint. 


Doctors remember the foramen of Stensen and Stensen's duct, but the blessed Dane 
did much more for anatomy and science in general than identifying these obscure 
passages. 


Born in Copenhagen on New Year's Day 350 years ago, Stensen studied medicine, 
mathematics, and chemistry before undertaking a 26 year long perpatetic journey through 
major European cities. He made his first discovery at the age of 22 in Amsterdam while 
dissecting a sheep's head, the parotid gland duct, which was named after him and esta- 
blished his reputation. Later he described glands in the mouth and digestive tract, showed 
the existence of lacrymal vessels, and maintained contrary to general belief, that tears 
had a lubricating function and were not produced by the contraction of the brain under 
the effect of pain. He distinguished tendons from muscular fibres and white muscles from 
red ones, identified the heart as a muscle, and described shunt cyanosis. He studied 
reproduction and the development of chicken empryos; some historians believe he dis- 
covered ovarian follicles a finding usually attributed to the Dutch anatomist Reijnier de 
Graaf (1641-73). 


At the age of 27 Stensen was in France where he refused some of Descartes s fashion- 
able theories on the brain with such brio that Jean-Baptiste Colbert offered him a seat at 
the Academy of Sciences he was in the process of organising. But Stensen went on to 
Bordeaux, Toulouse, and Montpellier and then to Italy, where two Medicis-Ferdinaad Il 
and Cosimo lll gave him the opportunity of widening his interests. His studies of fossils 
and geological formations in Tuscany led Stensen to conceive o theory on the formotion . 
of the earth's crust (De Solido intra Solidum, 1669) and when the Medicis asked him to 
classify their collection of rare stones he spelt out the lau of constant angles within 
similar crystals. 


He became a friend of Spinoza, confronted Leibnitz, abjured Protestanitism, and in 
1667 became a Roman Catholic. Ten years later he was named apostolic vicar of the north, 
a vast region encompassing northern Germany and Scandinavia, where Catholics were few 
and far between. Only then did he give up science to devote himself to his pastoral mission, 
living in ascetic conditions and poverty. His health is said to have been fragile, and he cied 
aged 48 in Schwerin, now in the Federal Republic of Germany. 


Stensen's beatification was not unexpected. The peripatetic Dane saw no contro- 
diction whatever between science and religion and tried to reconcile Catholicism with other 
Christian beliefs. Alexander Dorozynski, Paris. 


(BMJ Vol. 297 19, Nov. 'B8) 
* * * * * * 
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“А knowledge-attitude-practices study of infant. 


rearing practices in an industrialised community 
of Bihar". 


Tejinder Singh, Pradip K. Bhattacharjee 


Abstract 


Four hundred and sixty seven mothers residing in the company town- 
ship were interviewed to obtain information regarding infant rearing 
practices to make a baseline data and also to gain an insight for formu- 
lating plans to improve the nutritional status of the infants. Majority 
of the mothers discarded colostrum due to ignorance and glucose water, 
honey or diluted milk were offered as pre-lacteal feeds. Breast feeding 
was initiated by 85% of the mothers by 72 hours of birth. Although, 
more than half the respondents were using powder milk, either com- 
pletely or as a supplementary feed, most of them were not aware of the 
correct use of the feeding bottle. Fifty three percent mothers had to 
start supplementary feeds within 4 months of agc, which most of the 
infants received in overdiluted form. A fair percentage (4076) of mothers 
preferred proprietary foods as semisolids rather than rice or pulses. 


[Importance and practical implications of these findings are discussed. 


Introduction: high in this region. Such a situation is more 
than indicative of wrong priorities in infant 
feeding practices. 

Wide variations in social customs, tradit- 
ional beleifs and prejudices diversify the infant 
rearing practices. There have been many 
studies (1-10) on the feeding practices of 
infants from different parts of the country, 
covering different strata of the population 
but to the best of our knowledge, none has 
been conducted on primarily industrialised 
communities. This information is vital to 
undertake a programme to improve the nut- 


Industrialised communities are generally 
economically better placed than others in most 
areas of the world. Mosaboni is a constituent 
unit of Hindustan Copper Limited, engaged 
in the mining and production of copper. 
Although, the workers employed in this 
industry have a good purchasing power, each 
having an average monthly salary of Rs. 1000/- 
or more. the incidence of malnutrtion is fairly 


Dr. Tejinder Singh, M.D..(PAED ) F.C.H.P 
C 22, Mosaboni Mines. 


Singbhum - 832 104. ritional status of the community. Present 
Dr. Pradip K. Bhattacharjee D.C. study was undertaken with this aim in mind, 
Department of pediatrics, so that a baseline data is obtained to evolve 
Mines hospital, a suitable action plan. 

Mosaboni. 


Materials & method: 


Specially contributed to “The Antiseptic” The study was conducted on 467 mothers 
se 
residing in the company township. Only those 
Key words: 
y mothers were included, who had at least one 


Feeding practices, breast feeding, powder ыйа, ae є age pi } е Moren ane 
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nesses or congenital defects were excluded, 
as were mothers, who were working in the 
company and had to leave their babies in the 
creches. Interviews were conducted in a 
relaxed atmosphere after explaining its pur- 
pose. All the results were recorded „п a pre- 
designed proforma. 


Results: 
Results are shown in table I to VIIT 


Table I 
Showing the choice of first feed 
Material Number 
Colostrum 24 (5.13) 
Glucose Water 179 (38.32) 
Honey 18 (3.85) 
Sugar candy water 105 (22.48) 
Diluted milk 63 (13.49) 
Barley 41 (8.77) 
Others 37 (7.92) 


Figures in parentheses are percentages. 


Table П 
Showing the age of onset of breast feeding. 
(n 449) 
Age in Hours Number 
0-12 18 (4.00) 
12-24 47 (10.46 
25 - 48 189 (42.09) 
49 - 72 127 (28.28) 
72 + 68 (15.14) 


Figures in parentheses are percentages. 


Table III 


Showing the nature of feeds in artificial feeding. 


Milk — Cows Buffalo’s Goats Powder Mixed 


Number 1072.0) 17(3.64) 33(1%) 24051.82) 69(14.77) 


Figures in parenthese are percentages. 
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Table IV 


Showing the dilution of milk used in infant 
feeding. 


Dilution Whole 3:1 2:1 1:1 12 


) 


Number 45(9.53) 73(15.60) 111(23.76) 145(31.04) 93(19.91) 


Figures in parentheses are percentages. 








Table V 
Showing reasons for starting powder milk. 
(n — 242) 

Reason Number 

Failure of lactation 39 (16.11) 
Advice of Doctor 48 (19.33) 
Advice of neighbour/friend 83 (34.29) 
Impressed Бу advertisement 47 (19.42) 
Others 25 (10.33) 





Figures in parentheses are percentages. 
Table VI 
Showing reasons for stopping breast feeding. 





Reason Number 
Cessation of breast milk 103 (22.05) 
Subsequent pregnancy 61 (13.06) 
Poor lactation 134 (28.96) 
Mother’s ill health 38 ( 8.13) 
Voluntary 97 (20.77) 
Others 34( 7.28) 





Figures in parentheses are percentages. 


Table VII 
Showing the nature of semisolids. 
Nature Number 
Proprietary foods 185 (39.61) 
Rice 68 (14.56) 
Pulses 48 (10.27) 
Suji (Semolina) 41( 8.77) 
Eggs 89 (19.05) 
Others 36 ( 7.70) 


Figures in parentheses are percentages. 
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Table VIII 
Showing age of starting semisolids 
Age (Months) Number 
« 6 57 (12.20) 
7- 9 158 (33.83) 
10- 12 129 (27.62) 
13-18 71 (15.20) 
19 4 52 (11.13) 





Figures in parentheses are percentages. 
Discussion: 

Colostrum was discarded by majority of 
mothers as it was thought to be harmful for the 
baby. This practice has been reported by vari- 
ous workers (3,4,5), indicating wide spread 
ignorance about the qualities of colostrum. 
This underlines the importance of educating 
the mother and other elderly ladies in the 
family to induce them to give this unique food 


to the baby. 


Glucose water, honev or diluted milk was 
the first feed given in majority of the cases. 
Similar observations have been made by other 
authors also (5,6). Breast feeding was initiated 
within 24 hours on birth by 15% mothers, while 
42% mothers had started it by 48 hours. Fifteen 
percent of the babies did not receive their 
first breast feed even after 72 hours of birth. 
Thus, the introduction of breast feeding was 
a little late as compared to some other studies, 
where, majority of the mothers initiated breast 
feeding within 24 hours of birth (6,7). 


One of the striking results of the present 
study was the high number of infants receiving 
powder milk, either wholly or as supplement 
to breast feeds. In some studies conducted in 
rural areas, very few infants were being given 
powder milk (8). Majority of the mothers ini- 
tiated powder milk on the advice of a neigh- 
bour/friend. An attempt was made to trace the 
‘index case’ but the end of the chain could not 
be reached. This infectious spread of powder 
milk needs to be checked. Advertisements, 
attractive packages and advice of the doctor 
were the other causes mentioned by mothers 
using powder milk. It also needs to be reco- 
gnised that health personnel are also fast 
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becoming a factor in the promotion of powde 
milk by not actively discouraging them. 


Fighty two percent of the mothers use 
bottle to give top feeds to their infants; 929 
among this group had one bottle only an 
64% did hot know the proper use of the bottle 
A strong case is made for teaching prope 
Sterlisation to the mothers who should als 
be made aware of the dangers of not doing so. 


Breast feeding alone during the first : 
months of life was successful in 47% mother 
only. This low percentage of breast feedin; 
is fast becoming characteristic of the urba: 
way of life (9), in contrast to rural areas, whert 
upto 99% breast feeding has been reporte 
(10). This assumes more importance in viev 
of the findings that breast milk during firs 
4-6 months of life protects the babies agains 
infections and allergies and reduces the rate 
of hospitalisation (11, 12) and that protective 
effects of breast milk are lost even with supple 
mental feeds (13). It is important to stres: 
these aspects to the mothers to prevent the 
gradual but definite decline of breast feeding 
among Indian mothers. 


The threat from the bottle is both direct 
and indirect. The direct threat is that bottle 
fed children are at a greater risk of mortality 
and morbidity and baby faces the danger ol 
both undernutrition and overnutrition depend- 
ing upon the educational level and affluence 
of the society in which it is brought up. The 
indirect threat from bottle feeding is that it 
shortens the birth interval and there is strong 
evidence to suggest that shortened birth inter- 
val is associated with increased infant mortal- 
ity and morbidity [14] 


Supplimentary feeds were received by 46% 
of the infants by 3 months of age. Early intro- 
duction of supplementary feeds has been re- 
ported earlier also for urban populations [15]. 
Most of the infants received diluted feeds 
sometimes upto the range of 1,2. Fear of 
causing digestive disturbances was the cause 
given by majority of the mothers. 


Semi solids most commonly used in this 
region were the proprietary foods like Farex 
or Balamul rather than traditional foods like 
rice or cereals as reported. [16,17]. Many 
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mothers were lured by the advertisements, 
while others started them on the advice of a 
doctor.This represents an alarming situation, 
causing a drift of resources from cheap home 
made preparations to costly and not better 
proprietary items. Even mothers with not so 
good purchasing power, preferred Farex than 
rice or eggs. 


Breast feeding was stopped bv 87% 
mothers at the dge of 14 months. Causes for 
stopping breast feeding as reported by mothers 
were: insufficient milk, cessation of lactation 
and voluntary stoppage in that order. 


The most disturbing trend in infant rearing 
highlighted by the present study is the slow 
but steady increase in the use of powder milk 
and ready made semi solids for infant feeding. 
It is also significant to note that the majority 
of mothers did not know the correct use of 
the bottle. Most of the societies in developed 
countries have the technical background to 
ensure the adequate use of artificial and sup- 
plementary feeds. The same is not true with 
our country. It is, therefore, essential that 
the habits of developed countries are not 
indiscriminately imported in our country with 
potentially disastrous results. 
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Which patientis with suspected appendicitis should undergo Laparoscopy? 


Acute appendicitis is difficult to diagnose and up to 30% of appendicectomies are 
unnecessary. Laparoscopy is being used increasingly in general surgery, but although it 
has been used in patients with “questionable appendicitis”. It is seldom used before 


appendicectomy. 


The rate of complications after removel of a normal appendix is 17% which is much higher 
than that after a diagnostic laparoscopy [3%]. Laparoscopy and other diagnostic aids 
including computers and peritoneal aspiration cytology provide the opportunity to reduce 
the high rate of unnecessary appendicectomies. 
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Lower respiratory tract infections caused by 


anaerobic bacteria 


Agarwal S.K. 


In a human adult, 8-9 m? of air passes 
over the surface of the lungs in the course of 
one day. An adult inhales over 10^ micro- 
organism daily. The defense mechanisms 
under normal conditions keep the bronchial 
tree sterile beyond the first bronchial bifur- 
cation. To establish an infection, a certain 
amount of microorganisms must avoid muco- 
ciliary clearance and resist destruction by the 
humoral or cellular defense mechanisms. 
These conditions are met when i) large amounts 
of the organism reach the lower respiratory 
tract, ii) when the bacteria have a marked 
capacity to adhere to the epithelium, iii) when 
there is a defect in the mucociliary clearance 
or iv) when the humoral or cellular part of the 
immune defense system is defective. 


The most frequently found bacteria in the 
oral cavity and throat are Fusobacterium 
nucleatum, Bacteroides melaninogenicus, 
Bacteroides oralis, Peptostreptococci, Pepto- 
cocci, Veillonella and Spiróchaetes. Fuso- 
bacterium nucleatum and Bacteroides melani- 
nogenicus are most often found in anaerobic 
infections of the lungs. Infections due to 
anaerobic bacteria are among the most destruc- 
tive lung infections. The concentration of 
anaerobic bacteria is fairly constant in 
healthy individuals. Oropharyngeal secre- 
tions contain approximately 10° anaerobic 
bacteria per ml. An increase in the concentra- 
tion is seen following diseases of teeth or their 
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vicinity, as well as during chronic infections 
of the nasal sinuses and the middle ear. 


Aspiration is significant in the pathogenesis 
of respiratory infections.caused by anaerobic 
bacteria. This is illustrated by the fact that 


10 д1 of pharyngeal secretion may cone, ү 
to 10° anaerobic bacteria. 


Anaerobic infections of the lungs arise in 
specific areas, determined by the effect of 
gravity upon sedimenting bacteria. In ambu- 
latory patients, these areas are the basal 
portions of the lower lobe, and in bedridden 
patients the anterior segments of the upper 
lobe and the upper segments of the lower lobe. 
These infections occur mainly in individuals 
with an increased tendency to aspiration, 
such as patients with reduced consciousness, 
alcoholics, drug addicts, patients with 
epilepsy or other neurological diseases, as 
well as in anesthetized patients. Extensive 
disease of the teeth and gingiva can also pre- 
dispose to infection. 


Clinical Picture: 


Symptoms -cough, foul smelling sputum, 
fever, pleuritic chest pain 
weight loss, and night sweating. 


4 different syndromes - 
Anaerobic pneumonitis 
Necrotic pneumonia 
Lung abscess 
Empyema 


In anaerobic pneumonitis there is no foul 
smelling sputum. It usually occurs in hospi- 
talized patients and is often a mixed infection 
including anaerobic and aerobic bacteria. 
Necrotic pneumonia is a suppurative process 
involving more than one lobe of the lung. The 
syndrome may start as an anaerobic pneumo- 
nitis, but develops rapidly into a fulminating 
course with high fever and leucocytosis. The 
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mortality is about 20%, even in treated cases. 
The classical lung abscess is an indolent disease 
in which the patient can be ambulatory with 
only moderate symptoms of respiratory dis- 
order, anaemia and weight loss for several 
weeks before a diagnosis is made, X-ray 
examination usually reveals a single cavity, 
with a diameter of more than 2 cm, in one lobe 
or one segment of the lung. The prognosis 
is favourable with suitable therapy. Empyema 
occurs when the anaerobic infection affects 
the pleura per continuitatem or via a bron- 
chopleural fistula. Spreading through the 
diaphragm from a subprenic abscess or other 
abdominal abscess may also occur. 


Diagnosis: 


Anaerobic infections esp. due to Bac- 
teroides should be considered whenever pus 
with an extremely foul odour is encountered 
A smear of the pus will reveal slightly pale, 
irregularly staining, elongated gram-negative 
bacilli. The gram stain is of the utmost 
importance in presumptive diagnosis of anea- 
robic infections since the organisms are 
fastidious and cultures may be negative. 
Cultures in liquid medium should be held 
for a minimum of 14 days. 


Correct specimen collection is critical in 
isolating anaerobic organisms. Even brief 
exposure to oxygen may kill the more fasti- 
dious species. Only certain specimens should 
be cultured for anaerobic bacteria. Since all 
mucosal surfaces contain anaerobes, it may be 
misleading to culture specimens “contami- 
nated" with mucosal bacteria such as expecto- 
rated sputum or bronchoscopic aspirates. 
Acceptable materials for culture include blood, 
pleural fluid, transtracheal aspirates and pus 
obtained by direct aspiration into an abscess 
cavity. 


Treatment: 


А) Medical:- 
Penicillin G is the most reliable antibiotic. 
Metronidazole, chloramphenicol or clinda- 
mycin are possible alternatives. 


B) Surgery:- 
Drainage is useful in case of empyema. 
In every resistant case, multiple drains, 
costal resection, and even decortication 
may be necessary. 


1. Schreiner A: Anaerobic Pulmonary Infections. Scand J 
Infect Diseases, 19:77:1979. 


Citrus fruit used to prepare fruit juices, as these fruits ore commonly treated with 
pesticides Is use of the peel a healthy hazard? 


ln the production of citrus juices is expressed so as to minimise the expression of 
materials from the peel, such os peel oil and those constituents of citrus peel that would 
impart a strong and bitter orange flavour to the juice. Thus the possibility of contamination 
from pesticides is reduced. Comminuted pulp, which is used for the production of some 
orange soft drinks, does include the whole fruit and thus may include some surface 
contamination although the fruit is washed throughly. In practice citrus fruit intended 
for use in this way would not be treated with preservatives that are not permitted for 
human consumption, and most responsible producers will have observed the proper 
interval between treating the crop and its harvesting. Wax coating and surface fungi- 
. cides are sometimes used on citrus fruit intended for consumption as fruit. The preservatives 
(dipheny! derivatives) used in this way are absorbed into the wax coatings and would 
be released into a product such as marmalade or slices of citrus fruit added to an alcoholic 
beverage. The amounts are quite small and there is little or no evidence of risks to 
health. Even so when fruit that has been treated in this way is being used to prepare 
juice it would be as well to wash it thoroughly before use, a caveat that applies to all 


fruit. - 


* * * 


DAT Southgate, head AFAC, Institute of Food Research, Norwhich. 


(BMJ Vol. 297 16, July '88) 
* * * 
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Screening of sera for anti streptolysin ‘O’ in 
patients with streptococcal and post streptococcal 


infections. 


Chenthil Kumar. Gomathy S., Ganapathysundaram S. 


Introduction 


Immunological testing for specific antibodies to products of strepto- 
caccal metabolism can yield valuable information on a prior strepto- 
coccal infection like rheumatic fever, tonsillitis, glomerulo nephritis 
etc. In determination of the antibodies to various streptococcal exo- 
enzymes preference is to be given to anti streptolysin *O' since this 
sensitive parameter is found to be elevated about 80-85% of the cases. 
Though rheumatic fever is becoming rarer in various regions, the 
increase in cases taking a mild or sub clinical course makes a detailed 
clarification by sero diagnosis all the more necessary. Since men are 
frequently exposed immunologically to streptococcal exo enzymes, all 
sera manifesting a certain anti streptolysin titre and 200 Ij/ml is 
regarded internationally as the upper limit of the “Normal range". It 
must be borne in mind that rheumatic fever develops only after Group 
A streptococcal infections of the upper respiratory tract. But the ASO 
titre rises after Groups C and G Streptococcal infections also and 
therefore ASO titre is not spectific for Group A Streptococcal infections. 


Material and method: 


This study was conducted in the Depart- 
ment of Microbiology, Tirunelveli Medical 
College, Tirunelveli as a Short Term Students 
Research Programme during the months of 
April and May '88. 46 cases attending Tirunel- 
veli Medical College Hospital for their cardiac 
ailment and sore throat were randomly 
selected irrespective of age and sex for this 
study. Venous blood was collected aseptically 
and serum was separated for the test, which 
was done by Latex Agglutination technique 


using Rapi Tex ASL Kit supplied by Hoechst 
India Limited, Bombay. 


Observation: 


Table 1 shows age and sex incidences of cases 
studied and Table 2 shows clinical cases studied 
and the percentage positivity in them. 


Table 1 


Age and sex distribution of cases studied 








Sex 
Age Total 

Mr. Chenthil Kumar Ind year MBBS Student. Male Female 
Dr. Gomathy S., M.D., 
Assistant Professor of Microbiology. 0-10 Yrs 1 0 1 
Dr. Ganapathysundaram S.,M.D., D.M.V 11-20 Yrs 2 2 4 
Professor of Microbiology, 21-30 Yrs 3 2 5 
Tirunelveli Medical College, 31-40 Yrs 7 3 10 
реа - Ji 41-50 Yrs 6 5 11 

Above 50 Yrs 10 5 15 
Specially contributed to “The Antiseptic” 

Total 29 17 46 


a ——————————————— 
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Table 2 


Clinical cases studied and their sero - positivity for ASO titre. 








pu Numbers Positivity 
S. No. Clinical 
Diagnosis Studied Number Percentage 
1. Rheumatic Fever 4 3 75.00 
Z Valvular leisions 15 0 0 
3i Ischaemic heart disease 9 1 11.11 
4. Anaemia 3 1 33.33 
24 Hyper tension 7 0 0 
6. Tonsillitis 6 1 16.67 
2 ASD 1 0 0 
8. Glomerulo nephritis ] 0 0 
Total 46 6 13.04 
References 
Summary: 
1. Spau J.M.W Bentzon, S.O. Larsen and L.F. Hewit. 
Anti streptolysin O was qualitatively esti- Bull. HOW 24 (1961) 271. 
mated in 46 cases and the sero positivity was 
found to be 13.0495. 2. A Schwab, К. Fehr and A Boeni, Z. Rheumatol 34 ( 1975) 76. 
* * * * * * 


Pyogenic granuloma pyogenicum, granuloma telangiectaticum, lacular hemangioma) 
is a benign vascular neoplasm that usually occurs as a single lesion. The most common 
tissue affected is skin, although mucosa, particularly the gingiva during pregnancy, often 
Q precipitating factor, is also a common location. Additionally, the disorder has been 
reported to affect veins as well as subcutaneous tissue. Although benign and usually 
cured by simple excision recurrences and multiple satellite lesions have been reported, 
particularly on the backs of adoloscents. 


Although the literature contains many examples of multiple localized pyoenic granu- 


lomata, usually secondary to surgery or trauma, only four cases have been reported of 
disseminated pyogenic granuloma. 


Pyogenic granuloma is distinctive both clinically and microscopically but some of the 
gross features may occasionally be confused wih malignant melanoma, angiosarcoma, 
ond Kaposi's sarcoma. 


(Military Medicine, Vol. 153, Sep. 1988.) 
* * * * * * 


"Drugs ond Theropeutics Bulletin" in its recent issue (1988;26;43-4) comments on 
antibacterial eyedrops and includes the observation that at least two patients have died 
from aplastic anaemia due to chloramphenicol absorbed from eye drops. In both cases 
the drops had been used for several months. 


(BMJ Vol. 296 11 June 1988) 
——————————— ee 
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Thrombolysis ° s 


Occlusion of blood flow by intravascular clot 
formation or thrombosis is the key triggering 
event in acute myocardial infarction, cerebral 
infarction or pulmonary infarction. One 
approach to therapy of established thrombosis 
is to dissolove the blood clot by substances 
termed plasminogen activators, which 
stimulate an enzyme system in the blood 
known as the fibrinolytic system, which 
normally lyses intravascular clots and prevents 
thrombosis. The fibrinolytic system contains 
a proenzyme plasminogen activated to plasmin, 
by a number of “activators”. These include 
streptokinase (SK) urokinase (UK), tissue 
type plasminogen activator (t-PA), single chain 
urokinase type plasminogen activator (sc-PA) 
and acylated plasminogen - streptokinese 
activator complex (Apsac). 


T-PA is released from the vessel wall by 
several stimuli like stasis of blood. It exerts 
little effect on plasminogen in the absence of 
fibrin. Its action is kept in check by a plas- 
minogen-activator-inhibitor-1(PAI-1). : 
Plasmin itself. when formed and circulating 
freely in the blood is rapidly neutralised by a 
alpha-2  antiplasmsin, thereby averting 
excessive inhibition of the fibrinolytic system; 
on the other hand, in the presence of a blood 
clot, the plasmin generated at the fibrin sur- 
face.is only slowly inactivated by antiplasmin. 
When the fibronolytic system is stimulated 
excessively, the antiplasmin is all used up 
resulting in excess free plasmin production 
and secondary haemostatic breakdown and 
bleeding diathesis. On the other hand, 
defective fibrinolytic system leads to excess 


* * * 


thrombus formation and vascular occlusion 
Increased PAI-1 levels have been observed in 
patients with coronary disease, obesity and 
diabetes, implying a link between defective 
fibrinolysis and atherosclerosis. 


Drugs used in thromolysis are ће “classical” 
drugs streptokinase and urokinase and the 
second-generation drugs t-PA, scu-PA and 
Apsac (see above). SK and UK are moderately 
effective; sometimes the systemic fibrinogen 
breakdown may be excessive. I.V. admini- 
stration of SK early, within 4 hours from the 
onset of symptoms in acute myocardial in- 
farction has been found to be beneficial for 
patient survival within the first month of 
follow-up. Intracranial haemorrhage and other 
fatal side effects are consistently low. t-PA 
is more effective than SK. scu-PA is more 
fibrin-specific. Apsac’s advantage is the feasi- 
bility of a single bolus injection. New trends 
toward further improvements in efficacy 
include the use of combinations of synergistic 
thrombolytic agents, mutants of t-PA or 
scu-PA chimeric t-PA/scu-PA molecules or 
antibody-targeted thrombolytic agents. All 
these new trends are as sophisticated as their 
high sounding names attest; they are all being 
developed using updated genetic technology. 
Thrombolytic therapy, it may be a little 
surpirse to learn, was first introduced more 
than 30 years age, when SK was first admini- 
stered to humans. It is just beginning to form 
a routine therapy for early acute myocardial 
infarction and possibly for other cardiovas- 
cular diseases. 


(Dr. N. Hariharasubramanian, M.D., Ph.D) 
* * * 


Pneumoconiosis, a disease of miners may affect dental laboratory technicians; the 
polishing materials they use may contain iron, aluminium, silica and chromium, while some 
materials used in casting may contain asbestos. 


(BMJ Vol. 297 - 13 Aug, 1988) 





Vol. 86 No.9 


“THE ANTISEPTIC” 504 


Superior Antimalarials 


BASOQGUIN' CAMOQUIN® 


_ SUSPENSION SENSE Ce oO se TABLETS . 





H SOON SPESE TESTOR 55 es ; ; : ue Recon ten 5 | X E 
ШШДЕ : : RRI Ts e А СУ А мй E : 


BASOQUIN^ SUSPENSION 
Each 5 ml. (teaspoonful) contains : Amodiaquine base 150 mg. 


CAMOQUIN® TABLETS 
Each tablet contains : Amodiaquine Hydrochloride, I.P. 
equivalent to 0.2 Gm. Amodiaquine base 


FULL PRESCRIBING INFORMA TION AVAILABLE ON HEQUEST 


PARKE-DAVIS 


® Rego Trademark of Parke Davis & Со USA PARKE DAVIS (INDIA) LIMITED 
Licensed users - Parke Davis (India) Ltd SAKI NAKA, BOMBAY 400 072 


Аннан ЫРА ANA DJ ith GONG A Soe арыы VLA GUT GTAIA S AC CIS Re TG 
THE ANTISEPTIC SEPTEMBER 1989 A20 





Itching ... a i great TRA 


For prompt relief from VI^ 
in skin allergies 


MEBRYL 


Faster acting — Longer lasting 
Antipruritic antihistamine 
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Dr. S. Sivakumar, 
Sayalgudi. 


Q: Kindly tell us the various dosage forms of 
Lactobacilli therapy in various conditions. 


A. Lactobacillus is available as tablets and is 
used in treatment of chronic diarrhoea. It is 
administrated orally. It promotes the growth 
of Sacchorolytic flora and alters the intestinal 
pH so as to inhibit the growth of pathogens. 
Curds (yogurt) or buttermilk is a cheaper 
substitute for such tablets. It is given in the 
dose of one tablet thrice daily for 10 days. 


It is also available in ampoules, the contents 
of which are mixed with a little water and 
made into a paste and given orally twice a 
day for 10 days. 


It is also used in hepatic coma to substi- 
tute the pathogenic ammonia producing 
bacteria in the colon with lactobacillus. 


It can be given as adjuvant to antibiotics 
to prevent oral ulcers caused by destruction 
of oral commensals. 


(Dr. K.V. Thiruvengadam) 
* * * 


Dr. H.K. Tanna, 
Hariji, 
Mahaana Dt. 


Q. In my area I find comparatively many 

cases of dyspepsias, constipation and osteo- 

arthritis of knee joints. People attribute these 

troubles to hard water and they say that when 

they drink soft water of any other town or city 

(where supply is from Dams or ponds, they 

feel hungry and have no constipation). 

a. Can hard water cause dyspepsia and 
constipation? 

b. Can it lead to osteoarthritis of knee joints? 
and if so, what can be done to remove the 
hardness of water? 


A. Hardness of water is caused by dissolved 
salts of calcium and magnesium - calcium 
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biocarbonate, magnesium bicarbonate, 
calcium sulfate and magnesium sulfate. 
Chlorides and nitrates of calcium and magne- 
sium can also cause hardness but they occur 
generally in small amounts. 


Hardness of water can be removed by 
1. Boiling 
2. Addition of lime 
3. Addition of sodium carbonate 
4. Permutit process | 


Due to calcium salts in hard water consti- 
pation can occur and dyspepsia consequent 
to that; osteoarthritis of knee joints is nof 
a recognised side effect of drinking hard water. 


(Dr. K.V. Thiruvengadum 
* * * 


Dr. T.R. Seshadri, 
Secunderabad. 


Q. Patient (a female) aged 56, had hyper 
tension for the last 16 years and for the last : 
years she is having substernal pain on exertio: 
diagnosed as LH.D. (Angina of effort). Nov 
well controlled with Atelol 50 and Dytid 
!/, tab daily along with peritrate 10 mg 
Ildamen 8, - one tab. 3 times daily and Isord 
5 mg. when necessary, E.C.G. is normal eve 
during pain and echocardiogram is normal. 


The main trouble is, recurrent attach 
of superficial thrombophlebitis of left le 
treated with anti-inflammatory drugs, ant 
biotics and persantin 50 mg. twice a day ar 
externally thrombophob ointment. What m: 
be the cause of this and how it can be pr 
vented? 


A. Recurrent attacks of superficial thromb 
phlebitis are unlikely to be associated wi 
either hypertension or angina Or with tl 
drugs taken by the patient. 


The common causes for recurrence 
thrombophlebitis are infection of varico 
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veins, occult malignancy, or in connective 
tissue disorders. It can occur also in certain 
refractory anemias and due to spread of in- 
fection from cellutitis or lymphangitis. These 
have to be looked for in the case reported. 


(Dr. K.V. Thiruvengadum) 
* * * 


Dr. V. Surya Rao, 
New Saidabad Colony, 
Hyderabad - 500 659. 


Q: I had operation for benign prostatic hyper- 
trophy about 7 years back. During last medical 
check up, the doctor observed that there was 
no praostatic enlargement within the usual 
limits and that my general condition was good. 
Are there any chances of its enlargement again 
and if so under what circumstances? 


A. Surgery for benign prostatic hypertrophy 
is done either by transvesical route by which 
the entire gland is enucleated or by trans- 
urethral route whereby mainly the hyepr- 
trophied part of the prostate obstructing the 
urethra is removed. In the former, there is no 
chance of recurrence whereas in the latter, 
recurrence, though rare, can occur. 


(Dr. K.V. Thiruvengadam) 
ж E ж 
Dr. L.S. Sharma Ret, 


Haryana. 


О. My wife 70 years, has beer suffering from 
cronic bronchial asthma and has been getting 
salbutamol tab. 4 gm. with deriphylline. АП 
necessary investigations have been done and 
found normal. She is having muscular cramps 
almost daily in the night when in bed. Can 
you please guide me regarding its causes and 
treatment? 


A. Theophylline can produce neuromuscular 
ipritability and convulsions in certain indi- 


viduals. Hence cramps can occur due to 
“deriphyllin”. 


The other cause can be nocturnal cramps 
which usually responds to diphenhydramine 
caps or vitamin E. 


(Dr. K.V. Thiruvengadam) 
* * * 


Dr. M.M. Mahale, 
Binoga Karwar. 


Q. Is it necessary to vaccinate the persons 
who have consumed milk of domestic animals 
such as cows, buffalos and goat which have 
come in contact with the rabid co-animals? 


A. Persons who have consumed milk of 
animals exposed to rabid co-animals usually 
do not develop the diseases, Boiled milk does 
not contain the virus. However, if there is 
doubt that the milk is not adequately boiled, 


it is better to take the vaccine. 
ж ж 


О. What advice should be given to the 
nursing mother who has undergone anti-rabic 
treatment? Regarding breast feeding, should 
she or should she not feed? 


A. A mother who has had prophylaxis for 
rabies can nurse her baby. There are no details 
regarding how much earlier she received the 
vaccine. ARV being a preparation of killed 
virus, there is a small chance of sensitisation 
of the baby - by the antigen derived from the 
vaccine. „ x " 


О. Which ‘is the best way of disposing the 
dead animals including human beings due to 
rabies and why? 


A. The best way of disposing dead animals 
due to rabies is by burning. 


x ж + 
О. Does boiling the milk kill the rabies virus 
suspected to be contaminated or excreted in 
the.milk of animals either suffering from 





506 "THE ANTISEPTIC" 


SEPTEMBER 1989 


—— M —— Ó— HÀ  — ———— 


Correspondence 


В _—— ——————-—--— 


(during incubation period) or in contact with 
other animals suffering or suspected to be 
suffering from rabies infection? 


A. Thoroughly boiled milk kills the rabies 
virus. 


(Dr. K.V. Thiruvengadam) 


* * * 
Dr. Omprakash Parijia, 
Madhubani, 
Bihar. 


Q: A 40 years old man, clinically otherwise 
normal was on Atenolol (100 mg.) for treat- 
ment of hypertension for about 2 years. He 
complained of impotence (i.e. he had desire 
of sex but does not get erection for act.) He 
developed above symptom since about 3 
months. His blood sugar is within normal 
limit 2 hrs. after 75 g. glucose. He never had 
the symptom before Atenolol treatment. 


I stopped the treatment with Atenolol 
one month ago as blood pressure was normal 
and remained so after stopping the drug. I 
gave Inj. Aquaviron (25 mg/1 amp. per weekly 
6 such.) He had improvement. But improve- 
ment lasted two weeks only. Then I gave 
Ginsec tab. (Ayurvedic preparation - Duphar- 
Interfran Ltd.) 1 tab t.d.s. for 15 days. But 
no improvement was noted. 


Can continued treatment with Atenolol 
be the cause of impotence? If so kindly guide 
me about management of impotence. 


A. One of the side effects of propranolol is 
impotence. Altough Atenolol is a selective 
B blocker, sometimes the side effects of 
propranolol are also seen. It is advisable to 
stop Atenolol and treat the hypertension 
with some other drug excluding Clonidine 
Reserpine and Methyldopa which also cause 
impotence. 


(Dr. K.V. Thiruvengadam) 


* * * 


Dr. R.N. Chowdhary, 
Haryana. | 


Q. A patient is suffering from sprue for the 
last 10-12 years. There is no abdominal dis- 
comfort or progressive weakness - mental’ 
or physical. There is morning diarrhoea 4/5 
times a day - more while taking substances. 


Stool examination shows lot of mucus - 
foul smelling and lot of unabsorbed fat. What 
is the current treatment? 


A. Treatment of sprue: Tropical sprue; Treat- 
ment with vitamin Ву», folate, and antibiotics 
have all been effective in inducing a remission. 
A short course 2 to 4 weeks of therapy with a 
sulfonamide or tetracycline is usually given. 


Non tropical sprue: Since non tropical 
sprue is due to intolerance to gluten, a protein 
found in wheat, 80% of patients improve 
after instituting a gluten free diet. Patients 
who had not respond to a gluten free diet 
suffer from refractory sprue which responds 
to corticosteroids. The other possibilities are 
1. Another concurrent disease such as pan- 

creatic insufficiency. 

2. Lactase deficiency with resultant milk 
intolerance. 

3. Non adherence to diet or 

4. Intestinal lymphoma. 


(Dr. K.V. Thiruvengadam.) 
* * * 


Dr. Ramesh Gurumurthy 
Indiranagar, 
Bangalore. 


Q: Kindly outline the management of herpes 
zoster and herpes simplex in different age 
groups. Role of steroids in herpes zoster. 


A. 1. Herpes simplex comes in 2 forms: skin 
and genitalia. In neonates, it is acquired from 
infected passage, transplacental or postnantal 


QC TONO TT ee 
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and may be an indication for ceasarian section. 
Prevention calls for masks, gloves and scrubbing. 


Antibiotics are called for only in secondary 
infections. Specific remedies usefut especially 
in severe cases are; Acyclovir (5 mg/kg/day) 
and Vidarabine (adenine arabinoside 15 mg/kg 
- not available) IDU is used for keratitis - no 
topical steroids. It is difficult to catalogue all 
the protein manifestations of H. simplex. 


2. In children, postherpatic neuralgic pain and 
eye complications do not occur and hence 
steroids are not indicated. In adults however 
they diminish the degree and duration of 
postherpatic neuralgia (without affecting the 
rate of healing of skin lesions or increasing 
the number of complications) 40 mgms/day 
prednisolone gradually tapered after 5 to 7 
days. 


Systemic Acyclovir and Vidarabine are 
also useful in H. Zoster. Topically, Acyclovir 
is used, also Povidone Idoine and Silver sulfa- 
diazine Relief of pain calls for analgesics, 
aspirin, NASAID's like ibuprofen, oxy- 
phenbutazene, piroxicam etc.. and in severe 
cases pantazocaine or buprenorphine. 

(Dr. T.K. Subramanian) 
kkk 


* * * 


Q. Discuss the management of recurrent 
aphthous ulcers in the mouth. 


A. 1. Oral hygiene and dental care have to be 
taken care of. 

2. Metrinidazole is an useful antibiotics, in 
secondary infections. Local applications of 
steroid as lingual petlets (efcrlin) relief of 
pain - Zytee fur example. 

3. For severe intractable cases recent intro- 
duction is Thalidomide which is said to help. 


(Dr. T.K. Subramanian) 
* * * 
Q. Is Gammagolbulin beneficial to prevent 
chickenpox and measles especially in children 
with a h/o close contact. If beneficial, what is 
the dose and when should it be administered 
to prevent these vital infections. 


A. Gammaglobulin is beneficial in children 
with close contact or in the family of affected 
member. It should be given within 5 days pre- 
ferably 0.05 ml/kg. and the dosage increased 
slightly if the delay is 7 or 8 days and helps 
atleast in modification of the course of illness. 


It is not of any value in chickenpox where 
ZIG (Zoster Immunoglobulin), a specific IG 
is only of value and it is not available here. 
It has to be given within 72 hrs. @ 5 ml/Kg. 


(Dr. T.K. Subramanian.) 


* * * 


Estrogen replacement therapy is effective for the prevention and treatment of post- 
menopausal osteoporosis and should be offered to ali women at high risk for osteoporo- 
sis. Such therapy is particularly beneficial for prevention of spinal compression fractures; in 
addition, it alleviates menopausal symptoms (hot flushes. genitourinary symptoms, and 
changes in mood). In each patient, these benefits must be weighed against the potential 
risks of endometrial hyperplasia and carcinoma, breast tenderness, hypertension, vascular 
headaches and the inconvenience of menstrual bleeding if the uterus is intact. The risk 
of endometrial cancer associated with estrogen replacement therapy can be considerably 
reduced by the addition of a progestin, and other side effects can be diminished or 
eliminated by use of the new transdermal estrogen preparations. Thus, estrogen replace- 
ment therapy should be considered in all women who have experienced natural or surgi- 
cally induced menopause, and it is advisable in osteoporosis or an increased risk for this 
disorder with no contraindications to its use. Estrogen replacement therapy should be insti- 
tuted as soon after menopause as possible and seems to be well tolerated until atleast 


75 years of age. 


(Mayo Clinic Proc. May. '88) 
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Clinical tests of male fertility status 


Pregrancy is the only irrefutable proof of 
a sperm’s capacity to fertilize. The standard 
semen analysis is generally used to ascertain 
the fertility potential of a man. Utilizing semen 
volume, sperm concentration and/or count, 
motility and morphology, it is possible in pro- 
bably most cases to arrive at a fairly accurate 
estimation of an individual’s fertilizing capa- 
city, that each of the parameters identified in 
a standard semen analysis may have an impact 
upon fertilizing capacity to variable degrees. 


More recently, investigators have stressed 
the importance of both sperm motility and 
sperm morphology. 


Motility of sperm has been postulated to 
be the most important factor in predicting 
fertility. Progression of sperm in various media, 
particularly human cervical mucus or bovine 
cervical mucus, adds a new dimension to the 
evaluation of fertilizing capacity. Immunologic 
factors play a role in human fertility. Most 
attention concerning the subject has been 
directed to circulating antisperm antibodies. 
The activity of the sperm depends also upon 
the optimal biochemical and steroidal concen- 
trations within prostatic and vesicular fluid. 


A critical review of new methods for the 
evaluation of male infertility must. focus on 
important developments in the evaluation of 
sperm motility, sperm penetration into media, 
sperm antibodies, seminal plasma analysis, 
genital infections and sperm penetration into 
heterologous ova. 


Sperm Motility: 


Approximately 1 to 1,000 sperm penetrate 
the cervical canal, and eventually less than 
100 sperm reach the ovum. The major energy 
source contributing to sperm transport derives 
from adenosine triphosphate (ATP). 


A number of factors contribute to overall 
sperm motility, including the following: Age, 
time between ejaculations, degree of sperm 

maturation, energy stores, the presence of 
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surface active agents in the cell membranes, 
viscosity df the fluids to be traversed by the 
sperm, osmolarity, pH temperature, ionic 
composition of the seminal plasma, cervical 
mucus, uterine fluid, oviductal or perivitelline 
space, and possibly substances that may stimu- 
late or inhibit motility, such as copper, zinc, 
manganese, mercury, hormones, kinins and 
prostaglandins. 


Spermatozoa within the same ejaculate 
demonstrate great variability in speed and type 
of movement. Some sperm wander erratically, 
while others progress forward rapidly almost 
in a straight line. Investigators have demonst- 
rated that the percentage of morphologically 
normal sperm in the cervical canal is higher 
than in the ejaculate. 


The following techniques have been used 
to evaluate sperm motility: Microscopic obser- 
vation, photomicrography, spectrophotome- 
try and laser light-scattering. Clearly, visual 
assessment is inadequate in evaluating the 
quanity and quality of sperm movement, 
whereas photomicrographic techniques are 
highly objective, but cumbersome. Spectro- 
photometry and laser light-scattering measure 
increases in turbidity, which are a consequence 
of sperm swimming into a capillary pipette. 
These latter two methods permit objective 
recording of sperm velocity, usually expressed 
in microns per second. А normal sperm velo- 
city is 30 - 40 microns per second. Highly 
accurate methods to measure sperm velocity 
are probably not necessary in the routine work- 
up of the male patient with infertility. It may 
well be that the most useful application of this 
measurement will be in selecting out the heal- 
thiest spermatozoa for ultimate artificial in- 
semination and/or in vitro fertilization. 


Sperm Penetration Into Media: 


The measurement of sperm penetration 
into cervical mucus of the sexual partner is a 
helpful assay, because it measures not only 
male components (especially motility) of 
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fertility, but it also assesses the relative hosti- 
lity of the cervical canal to penetration by a 
partner’s sperm. 


Mucus penetration tests are useful pri- 
marily for comparative purposes of penetra- 
tion of sperm in patient and donor or artificial 
mucus. 


These tests are also useful for cross check- 
ing the ability of donor and patient sperm to 
penetrate normal mucus. 


Sperm Antibodies 


Antisperm antibodies have the potential 
to interfere with the progression of sperm at 
different levels, such that the progression of 
sperm through the female genital tract, or 
sperm-egg fusion, may be inhibited. Anti- 
bodies may be present in either or both the 
female and the male partner, and can be found 
free in serum, cervical mucus, uterotubal 
fluids, seminal plasma, or attached to the 
sperm surface. Tests to demonstrate the exis- 
tence of antisperm antibodies are difficult and 
are of questionable specificity. Some authors 
have suggested that increased titers of sperm- 
associated IgG or IgA are not uncommon in 
infertile men. A number of antigens are pre- 
sent on the surface of mammalian sperm. 
Because the antibodies used in most studies 
are non-specific, interpretation of results is 
difficult. It is exposed that the use of mono- 
clonal techniques will improve our ability to 
detect immunologic infertility. 


Seminal Plasma Analysis: 


The human ejaculate is a result of a known 
sequence of secretion by glands of the repro- 
ductive tract - Cowper's prostate, and seminal 
vesicle, in that order. A number of pathologic 
conditions of the accessory glands can produce 
alterations in the chemical and hormonal com- 
position of the ejaculate. 


For example, disturbances in prostatic 
function can result in low levels of seminal 


plasma zinc. Zinc is thought to be necessary 
for sperm respiration. Further, it has been 
found that prolactin levels and testosterone 
concentrations are both higher in ejaculates of 
men with infertility and abnormal semen ana- 
lysis. On the other hand, 17-beta-estradiol 
increases human sperm motility. 


Genital Infections: 


It is well known that reproductive tract 
infections may influence sperm production, 
transport and viability. For example, post- 
pubertal mumps orchitis may result in testi- 
cular atrophy and fibrosis. Similarly tuber- 
culosis and gonorrhea may result in obstruct- 
ion of epididymal tubules. The presence of E. 
coli results in sperm clumping. The presence 
of Ureaplasma urealyticum and of Chlamydia 
trachornata adversely affect the fertility poten- 
tial of sperm. 


Generally, genital-tract infections should 
be suspected when there are more than 20 
WBC per high-power field in the routine 
semen analysis. Documentation of prostatic 
and/or seminal vesicular infection is not always 
easy. Cultured seminal secretion after a pro- 
longed period of sexual abstinence is only an 
approximation of reality. To maximally en- 
hance the fertilizing capacity potential, it is 
probably wise to treat even suspected genital 
infections. Fortunately, common offending 
organisms in the genital tract are usually sus- 
ceptible to therapy with one or the tetracycline 
family drugs. 


Sperm Penetration into Heterologous Ova: 


Because of increasing concern that micros- 
cope semen analysis alone may not be the best 
criterion on which to judge fertilization capa- 
city, the heterologous sperm penetration ovum 
assay has been developed. The test most wide- 
ly in use today employs the hamster egg (“hum- 
ster test"). A number of recent reviews have 
provided comprehensive accounts of various 
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aspects of the sperm penetration assay (SPA ). 
The SPA seems especially suitable for the 
study of couples with undetermined causes 
for their infertility and in whom, by definition, 
standard semen analysis has been normal. In 
addition to its function as a diagnostic tool, 
the zona-free hamster egg can be used in the 
follow-up of patients undergoing therapy for 
infertility. 


Theophylline, caffeine and estrogen added 
to seminal plasma have been demonstrated 
to increase sperm penetration. Sperm that do 
not demonstrate diminished motility or agglu- 
tination may, nevertheless, be unable to pene- 
trate zona-free hamster ova. Another more 


* * * 


recent and very interesting application of the 
use of this assay involves the study of chromo- 
somal abnormalities of human sperm. 


The expensive sperm penetration assay 
does not replace the standard semen analysis 
in the evaluation of the infertile couple. If 
routine semen analyses are neither clearly 
normal nor abnormal, we perform a SPA, 
referring the man or woman for further eva- 
luation, according to the results. If the routine 
SA is normal, we initiate evaluation of afemale 
factor. If that evaluation uncovers no abnorm- 
ality and infertility persists, or if expensive or 
invasive therapy of the female is planned, the 


SPA is done. 
(Hawaii Med. J. Vol. 46 No. 9 Sep. 87) 
* * * 
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Anal cancer 


Anal cancer is rare. Epidemiological 
studies from the United States have high- 
lighted the striking association of syphilis 
and anal warts with anal cancer in unmarried 
men. Gonorrhoea, syphilis, and anal warts 
are more common in homosexual than hetero- 
sexual men, and carcinoma in situ may develop 
in the anal warts of young anoreceptive homo- 
sexual men, a change that has been seen in 
patients with AIDS. 


Anatomically anal cancer is subdivided into 
cancer of the anal margin, which arises below 
the dentate line and accounts for a third of 
cases, and cancer of the anal canal, which 
arises astride or above the dentate line and 
accounts for the other two third of cases. 
Cancer of the anal canal is more common in 
women and cancer of the margin is far more 
common in men. Just over half of anal cancers 
are squamous cell carcinomas, and a third are 
basal tumours arising from the transitional 
area of mucosa just above the dentate line. 
Other rarer tumours include the highly mali- 
gnant small cell cancer, mucoepidermoid 
cancer, adenocarcinoma arising in the anal 
glands, and malignant melanoma. 


Anal cancer occurs at a mean age of 57 
but has been reported in much younger homo- 
sexual men. The commonest presenting 
symptoms are bleeding and pain with or 
without a change in bowel habit, pruritus ani, 
and a mass. Tumours are usually ulcerated 
but may present as a submucosal mass or a 
stricture. Diagnosis may be made difficult by 
the many conditions that coexist with anal 
cancer, including condyloma acuminatum, 
Bowen's disease, Pagers disease, leuko- 
plakia, lichen sclerosus, and Crohn's disease. 
Early assessment and biopsy of the tumour 
under anaesthetic, together with examination 
of inguinal nodes, and computed tomography 
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of the pelvis and pelvic nodes are important 
investigations for planning treatment. 


Cancer of the anal has been treated by a 
radical operation - combined excision of the 
rectum and anus and formation of a permanent 
colostomy. Tumours under 2 cm. arising at the 
anal margin are excised locally. 


Most anal cancers are not suitable for local 
excision, but squamous cell carcinoma of the 
anus and its metastases in lymph nedes are 
particularly radiosensitive. A study comparing 
patients given chemotherapy and radiotherapy 
with historical controls given only radio- 
therapy reported similar survival but improved 
control of primary disease and a lower rate 
of colostomy in those given chemotherapy and 
radiotherapy. Acute heamatological and 
enterocolic toxicity was more common in 
those given both treatments. 


Squamous cell carcinoma of the anus can 
now be treated without a radical operation. 
Small tumours, in situ tumours, and areas 
of persistent dysplasia of the anal margin are 
suitable for local excision. 


(BMJ Vol. 297 23 July 1988) 


* * * 


Premenstrual syndrome 


Many treatments have been proposed for 
the premenstrual syndrome, but none has 
emerged as clearly effective. This is because 
the study of the syndrome has been beset with 
problems of diagnosis and research method. 


Diagnosis cannot be based on investi- 
gations but only on symptoms and their timing 
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in the menstrual cycle. The syndrome is ill 
defined but commonly includes irritability, 
depression, tension and anxiety, feelings of 
bloating and weight gain, breast tenderness 
and swelling of hands and feet. Various aches 
and pains, poor concentration, sleep distur- 
bance and changes in appetite. Symptoms 
should be restricted to the luteal phase of the 
menstrual cycle, reach peak shortly before 
menstruation, and cease with the menstrual 
flow or soon after. 


Causes may be physical, phychological or 
both. Little is known for certain about physical 
causes. There is support for and against the idea 
that the syndrome is caused by high oestrogen 
and low progesterone concentrations there is 
support similarly for and against high prolactin 
concentrations being important. Fluid and salt 
retention and aldosterone concentrations seem 
unimportant, but localised redistribution of 
fluid cannot be excluded. Cases have been put 
forward for opioids and prostaglandins but re- 
main unproved. A possible explanation for these 
inconsistent and inconclusive findings may be 
that the premenstrual syndrome is *a group of 
syndromes with different pathophysiologies". 


Psychiatric research has shown that the 
syndrome is often associated with psychiatric 
disorder and neuroticism. This suggests that 
it is important to discover how far psycho- 
logical and physical causes separately contri- 
buted to the premenstrual syndrome. 


Early claims for treatment with proges- 
terone have not been confirmed. The same 
holds for the synthetic progesterone, dydro- 
progesterone. Bromocriptine may be effective, 
though possibly only for breast tenderness. 
Diuretics have no certain effect. Other drugs 
reported as better than placebo include pyri- 
doxine, the prostaglandin synthetase inhi- 
bitor mefenamic acid, and another substance 
influencing prostaglandin synthesis, evening 
primrose oil. 


Other trials have evaluated drugs suppress- 
ing the ovarian cycle. Oral contraceptives 
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have given conflicting results and may even 
make the premenstrual syndrome worse. In 
a recent well designed study subcutaneous 
oestradiol implants were more effective than 
a placebo. Danazol and a long acting luteinis- 
ing hormone releasing hormone analogue 
may also relieve symptoms. 


Surprisingly there has been no adequate 
trial of psychological treatment. The anxio- 
lytic drug alprazolam has been reported more 
effective than placebo for the syndrome but 
long term use of benzodiazepines is un- 
deserable. Sleep deprivation has been reported 
as effective. 


If complaints of the premenstrual syndrome 
have begun with stressful events or the onset 
of an emotional disorder, suitable treatment 
includes explanation, reassurance, and advice; 
more specific psychological approaches such 
as the management of anxiety or cognitive 
therapy or anti-depressant drugs. 


(BMJ Vol. 297, 23 July '88) 


* * * 
Monomeric insulin 


A new form of human insulin, modified 
by protein engineering, has been produced 
and successfully tested by Danish scientists 
at the Novo Research scientists at the Novo 
Research Institute, the laboratories of the 
Novo organisation. The new insulin-monomeric 
insulin as it is called - is one of the first 
examples of protein engineering successfully 
applied to a clinical and commercial end. 


Monomeric insulin, when injected subcuta- 
neously, is designed to be absorbed three 
times faster into the bloodstream than the 
most rapidly absorbed insulins in use today 
and prevents abnormally high levels of blood 
sugar. 


Monomeric insulin, made by altered 
human genes implanted in cultures of yeast 
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cells, has been tested on six diabetic patients. 
Injections of insulin have to be given about 
half an hour before a meal, not earlier, because 
of the risk of hypoglycaemia. Because of the 
slowness with which all insulins now available 
are absorbed into the bloodstream from 
subcutaneous injections, this means that the 
peak of insulin concentrations in the blood- 
stream occurs seventy to eighty minutes after а 
meal. 


Monomeric insulin is absorbed so much 
faster that insulin levels peak after a meal in 
time to avoid hyperglyceamia. 


(The Practitioner, 8 Oct. Vol. 232) 


* * * 
Airway obstruction and sleep disruption 


The senior doctor who habitually dozes 
in clinical meetings; the schoolchild who wets 
his bed at night and who tends to doze off in 
class; and the 2 year old who snores, is rest- 
less at night, and has signs of heart failure may 
all be suffering from obstructive sleep apnoea. 


Two factors are important in maintaining 
airway patency during sleep: the structure of 
the upper airway, and the function of the 
pharyngeal musculature. Together they pre- 
vent the collapse of the upper airway during 
inspiration. In childhood the commonest 
anatomical cause of upper airway obstruction 
is enlarged tonsils and adenoids. Less often, 
congenital anomalies such as mandibular hypo- 
plasia and choanal stenosis may be responsible. 
Functional abnormalities of neuromuscular 
control of the upper airway are much rarer. 
Congenital myopathies and other conditions 
causing severe hypotonia may cause obstruc- 
tive sleep apnoea in children. Several asso- 
ciated factors may precipitate symptomatic 
obstructive sleep apnoea in children with 
longstanding upper airway anomalies, in- 
cluding additional upper airway obstruction 
(such as a cold), sedative drugs at night, 
and obesity. 
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A wide range of symptoms and signs has 
been associated with obstructive sleep 
apnoea. Direct effects during sleep include 
restlessness, unusual postures, snoring, 
apnoeic pauses, and bedwetting, and symptoms 
during the day include difficulty in waking, 
somnolence, and bad behavior. Important 
indirect features include failure to thrive, 
developmental delay, and pulmoary hyper- 
tension and congestive heart failure because 
of repeated episodes of hypoxamia. 


In Down's syndrome several factors pre- 
dispose to obstructive sleep apnoea, including 
crowding of the pharynx by the large, poste- 
riorly placed tongue and by lymphoid hyper- 
plasia and the presumed reduction in pharyn- 
geal muscle tone that is part of a generalised 
hypotonia. In addition, children with Down's 
syndrome are often snuffy or overweight or 
both. Recognition of obstructive sleep apnoea 
in Down's syndrome is complicated by 
coexisting congenital heart disease, which 
provides a ready explanation for pulmonary 
hypertension, and by intellectual impariment, 
which may mask the adverse developmental 
effects of recurrent nocturnal hypoxaemia. 


The management of obstructive sleep 
disturbance varies. Tonsillectomy and adenoi- 
dectomy. Choanal dilation (for choanal 
stenosis) and tracheostomy are all some of 
the measures. Other possible treatments which 
have been successful in obstructive sleep 
apnoea include treatment with protryptcline 
or aminophylline, continuous positive airway 
pressure at night, and reconstructive surgery 
of the oropharynx. 


(BMJ Vol. 296 11 June '88) 


Hyperhidrosis 


Humans have two functionally separate 
sets of eccrine sweat glands that respond to 
heat and emotion. One is unique to the species, 
populates the entire skin apart from the 
palms“ind soles and is responsible for thermal 
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regulation. Sweat glands g£the palms and soles 
respond mostly to emotion, but those of the 
axilla respond to both heat and emotion. 
Sweating presents to doctors when patients 
perceive it as inappopriate and excessive. 


Generalised hyperhidrosis may be presnt- 
ing feature of hyperthyroidism, chronic 
infection or autonomic neuropathy and has 
been described with phaegchromocytoma, the 
carcinoid syndrome, diabetes mellitus, acro- 
megaly, hyperpituitarism and gout. Local 
hyperhidrosis of the palms, soles, and axilla 
should be managed by topical treatment with 
a saturated solution of aluminium chloride 
hexahydrate in absolute alcohol, which is 
effective for most patients. This substance 
is irritating in the axilla, but the production 
of sweat can be controlled by carefully apply- 
ing the lotion last thing at night and cautiously 
using mild topical steroids to suppress irri- 
tation. 


A few patients do not respond to this treat- 
ment, and drugs or operation, or both have 
been tried to relieve their symptoms. Systemic 
treatment with benzodiazepines to reduce 
anxiety is ineffective unless extreme drowsi- 
ness is produced. Anticholinergic drugs are 
a logical choice but the side effects of dry 
mouth, blurred vision, etc. may limit their 
use. Axillary hypperhidrosis may be reduced 
by excising an eclipse of skin from the vault, 
but scarring and loss of full mobility may 
ensure. Sympathectomy is effective for palmar 
hyperhidrosis but carries a small risk of 
operative side effects and the permanently 
non-sweating palm may become hyperkera- 
toric with both fissuring and scaling as dis- 
tressing sequels.. 


Electrical treatments for hyperhidrosis 
were used in the 1930s and the publication of 
a description of a simple device for ionto- 
phoresis had led to revival of interest in this 
subject. Two electrodes and a reliable source 
of low amperage direct current are required; 
one electrode is placed under the area to be 


treated in a shallow water bath or under a pad 
of cotton wool soaked in electrolyte; the other 
is attached similarly to the contralateral limb. 
Axillae may be treated by a moistened pad 
placed over an electrode in the axillary vault. 
Iontophoresis together with the induction of 
the anticholinergic agents poldine metho- 
sulphate or glycopyrronium bromide into the 
skin produce freedom from sweating for four 
to six weeks after a few exposures. Ionto- 
phoresis with plain tap water alone is also 
effective but needs more exposures for the 
same effect. Tap water also eliminates the 
side effects from systemic absorption of the 
anticholinergic drugs. lontophoresis works 
for both palmar and plantar hyperhidrosis and 
may reduce sweating enough for daily appli- 
cation of aluminium chloride hexahydrate 
to work. Unfortunately the technique is less 
successful in the anxillae, which may need 
up to three times as many exposures as hands 
and feet. The mechanism of action of iontopo- 
resis remains a mystery. Suggestions have 
included blockage of the sweat duct and a 
reversal of a so called “electric gradient" 
along it. 


(BMJ Vol. 296 14 may 1988.) 
* * * 


Oncogenes 


Over the last five years, vital clues have 
allowed the identification of the genes impli-, 
cated in the control of growth-the oncogenes. 
The genes can be defined as those segments 
of DNA whose changed expression or altered 
product is essential to the production of 
cancer. Similar sequences are present in 
organisms as divers as yeast, fruit fly, and 
man. This high degree of conservation across 
vast reaches of evolutionary time indicates 
a role of fundamental importance in normal 
cellular function. Abnormalities affecting 
these genes can have serious consequences 
for both cell and organism. 
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The original evidence that specific genes 
have a role in the causation of cancer came 
from studying RNA tumour viruses. These 
small viruses possess three genes. The addi- 
tion of a fourth gene gives these viruses the 
ability to induce tumours rapidly in certain 
animals, but not in man. These transforming 
sequences are termed viral oncogenes. Sub- 
sequently, it was shown that viral oncogenes 
share common sequences with cellular genes 
that the viral oncogene represents a piece of 
DNA which has been hijacked from its cellular 
origin, but a tumour virus houses them in 
a way in which abnormal growth patterns 
can develop. 


The control of call growth and develop- 
ment is a complex process in which oncogenes 
have been shown to be involved at every level. 
Growth factors are proteins which act as 
growth modulators. They have several pro- 
perties that indicate in involvement in the 
development of cancer. Some growth factors 
can convert normal cells into malignant ones 
in the test tube. The observation that growth 
factors can both initiate and be a product of 
the transformation suggests the possibility of 
self-perpetuating  positive-feedback loops 
with unregulated cell division as the conse- 
quence. Both transformation and growth 
factor stimulation can result in similar bio- 
chemical changes which culminate in cancer. 
One human oncogene has been shown to code 
for a protein with marked sequence homology 
to a known growth factor, platelet-derived 
growth factor (PDGF). 


Several oncogene encoded proteins form 
part of a cell surface receptor. The presence 
of the appropriate growth factors switches 
the receptor on with a resultant increase of 
activity in the cell. This activity can be regu- 
lated in several ways. Alterations in the rece- 
ptor structure can produce defects in the 
regulatory path. Such transformation can 
occur when a gene product becomes mutated 
and assumes a locked-on configuration, 
tricking the cell into rapid growth. 


T 


The best candidate for oncogene involve- 
ment at the level of intracellular message is 
the ras family of oncogenes. Ras-encoded 
proteins have also been shown to have GTPase 
activity. These proteins are thought to be 
important in the second messenger system 
and thus provide the link between events of 
the membrane and the cell nucleus. 


Several oncogenes, such as myc, myb and 
fos, code for nuclear-associated proteins. 
Their precise location and function in the 
cell are unknown, but these oncogenes may 
be involved in the control of gene expression 
acting to initiate the production of growth 
factors. More recently great excitement has 
been caused by the identification of trans- 
cription factor as an oncogene. The sequence 
of the transcription factor API is identical 
to the c-jun oncogene, implying that dis- 
ordered control of protein synthesis may lead 
to cancer too. 


We are now beginning to evaluate the 
potential of oncogenes for diagnosis and 
therapy. 


The discovery of a novel set of growth 
control proteins provides new targets for anti- 
cancer drugs. Approaches include the use of 
monoclonal antibodies directed against on- 
cogene products linked either to toxins or to 
a radioactive warhead. In the longer term, 
compounds interacting with oncogene products 
may provide the new generation of surface 
receptors, cytoplasmic enzymes and nuclear 
oncoproteins are under intense investigations. 


The study of oncogenes provides a fasci- 
nating insight into the mechanisms by which 
cell growth is controlled. Abnormalities in 
this process are of major importance in the 
generation of cancer. The future holds great 
promise for yielding new approaches to the 
diagnosis, staging and treatment of cancer. 


(The Practitioner, 22 Oct. '88 Vol. 232) 


* * * 
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The classic Antispasmodic - Analgesic Medication 
backed by 
30 years of your valuable clinical experience 


аот rtan 






palaran 


Presentation: 













Indications: Tablets : Foil pack of 10's in 
e Intestinal colics box of 10 strips 

e Renal colics Injections: 3m! ampoules іп box 
e Biliary colics of 20's & 50's. 

e Primary Dysmenorrhoea Multidose 30ml vial. 















Manufactured in India by 


KHANDELWAL 
LABORATORIES LTD 


79/87, D.Lad Path, Bombay 400 033 
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TENOLOL rc 


THE FIRST ONCE-A-DAY- 


CARDIOSELECTIVE, CARDIOPROTECTIVE, HYDROPHILIC 
BETA-BLOCKER 





to control:- The rational combination of 
- Blood pressure at rest and during — 9nce-a-day Cardioselective 
exercise for 24 hours. Beta-Blocker and a low-dose 
а? арг long acting Diuretic, 
vo to control: 
- Cardiac Arrhythmias - Hypertensives uncontrolled with 
- Pre-infarct Angina and Beta-Blocker or Diuretic 
monoth 
- Reduce mortality in Hypertension pee gd 
and Myocardial Infarction. - Blood-pressure for 24 hours. 
WITHOUT DISTURBING NORMAL WITHOUT ALTERING K-- LEVELS 
PATTERN OF SLEEP. 


TO SUIT INDIVIDUAL NEEDS 
DOSAGE FORMS TO CHOOSE FROM 


4. TENOLOL tabs (Atenolol 100 mg) з. TENOR tabs (Atenolol 100mg + 
Chliorthalidone 25mg) 


2. TENOLOL - 50 tabs. (Atenolol 50mg) 4. TENORK -50 tabs (Atenolol 50mg + 
Chiorthalidone 12.5mg) 


(PCA) 


IPCA LABORATORIES PVT. LTD. 
BOMBAY-400 067 


“Gi. ES. UA, VER UP WR TE Ee. US, OE. GE, Ob. CD. GE. UA UPS. SCRI CM, ЧЕ ЧИР, ES. WR. 
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Cuts e Wounds ө Injuries 
heal faster with 


URACIN' 


ПИН 






* Fights infection 


* Faster healing with 
lesser wound pain 


Summary of Prescribing Information 


Formula: Nitrofurazone I.P. 0.2% w/w.Indications:Indicated for use as dressing on burns 
and wounds. Application: Apply directly to lesions with spatula or use gauze impregnated 
with 'Furacin Cream. Contraindications: Known prior sensitization. Precautions: 'Furacin' 
should be used with caution in patients with known or suspected renal impairment. 
SideEffects: Sensitization to 'Furacin' occasionally occurs. 





Further information is available on request : P.B.No. 2, Bangalore-560 049. 


SKOF 
ESMAYEF 


PHARMACEUTICALS 


(©. Eskayef Limited & 
Licensec user of Regd. Trade Mark 


F:A1:89 
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Active ingredient: Ciclopirox olamine 


Gets to the root of the problem .... quickly! 


PRESCRIBING INFORMATION CONTRAINDICATIONS AND PRECAUTIONS From multi-centre double blinds trials 


Must not be used in patients with known References: 
hypersensitivity. Not recommended for 


application to the eyes. Should be used only 1. The Journal of International Medical 


COMPOSITION xb s Research, Vol.14, No.4 1986. 

Each gram of cream contains : анан м жасы € à 2. Clinical Therapeutics, Vol.7 No.4, 1985. 
Les | | у ge. 3. Clinical Therapeutics, Vol.7 No.5, 1985. 

Ciclopirox Olamine U.S.P. ....... 10 mg. SIDE EFFECTS 4. Clinical Therapeutics, Vol.8 No.1, 1985. 

INDICATIONS Transient skin reactions in isolated cases. 5. Selecta, 1982, 3. 

All fungal infections of the skin. INTERACTIONS 

DOSAGE AND APPLICATION None reported so far. 

BATRAFEN CREAM should be applied STORAGE 


gently to the infected area twice . ' 
daily and allowed to dry. Treatment should Une E сре рте тр "gt 
be carried out until the symptoms have ; ; 
subsided and should be continued PRESENTATION 

for a further 1-2 weeks to prevent relapse. Tube of 15 gms. 





Hoechst India Limited 


Hoechst H (2 
Hoechst House ont Hoechst A 


Text book for Midwives 
First Edition 
Shashank V. Parulekar 


Publications: Vora Book Centre, 
6, Princess Building, 
Near J.J. Hospital, 
P.B. No. 3293, E.R. Road, 
Bombay - 400 003. 


Year: 1988. 
Price: Rs. 120-00 


It is quite fundamental with details of all 
the fundamentals for an efficient nurse and 
midwife. This book should be in possession of 
all the nurses, who really wish to help a patient 
on the labour board. We greet the author for 
this book and wish he brings out many more 
books in future for the benefit of the medical 
profession. 


(Dr. Jayam Kannan) 
* * * 


Colour Aids - Orthopaedic 

G. Hooper 

Publishers: Churchill Livingstone, 

London 

Publications: B.I. Publications, 
Promotion Department, 
61-63, Lakshmi Building, 
4th Floor, Sir P.M. Road, 
Bombay - 400 001. 


A handy book with beautiful colour 
pictures with brief notes on orthopaedic 
conditions. This book will be useful for those 
who are interested in making slides. 

(Dr. A subramanian) 
& 
* * * 
Hand splinting - principles and methods 
Elain Ewing Fess 
Cynthia A. Philips 
Publishers: Churchill Livingstone, 
London 


Publications: B.I. Publications (P) Ltd., 
* Promotion Department, _ 

61-63, Lakshmi Building, - s 

4th Floor, Sir P.M. Road, a 

Bombay - 400 001. ^ — 


This ‘book gives a detailed description of 
anatomy, physiology, kinesiology, physio- 
therapy and various types splinting the hand 
and making of splints for hand. 


This will be an useful book for those 
involved in care of hand particularly for 
doctors. physiotherapists and orthoticians,. 


This can be a good reference book on 
rehabilitation of hand function in any library. 


(Dr. A. Subramanian) 
* * * 


Clinics in physical therapy 
Measurement in physical therapy - 
Jules M. Rothstein 


Publishers: Churchill Livingstone, —. 
London. 


Publications: B.I. Publications (P) Ltd., 
Promotion Department, 
61-63, Lakshmi Building, 
4th Floor, Sir P.M. Road, 
Bombay - 400 001. 


АЙ the chapters in this book give clear 
information with useful tables for comparison 
and figures. The errors normally the clinicians 
commit during the measurement are pointed 
out and it also explains how these errors can 
be rectified. The use of the latest and con- 
ventional type of equipments for measure- 
ments of various types are dealt elaborately. 
The techniques of using the plethysmography, 
ventriculography, nerve conduction and EMG 
are explained. This can be a useful book for 
physiotherapy students, Иштар апа 
nursing tutors. CUM | 


(Dr. A. Subramanian ) 
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RIDAURA 


(auranofin, Eskayef) 


Oral Gold Capsules 


A product of original research from Eskayef 
Well-tolerated disease-modifying therapy for: 
Rheumatoid Arthritis 
Psoriatic Arthritis 
uvenile Rheumatoi itis 





e Efficacy comparable to injectable gold but with a more 
favourable safety profile 


* Convenient dosage regimen: two capsules of 3mg once daily 


e Better probability of patients remaining on therapy as compared with other 
disease-modifying antirheumatic drugs. 


Probability of remaining on therapy after five years ! 


Cumulative incidence of adverse events leading to 
withdrawal over five years of therapy ? 


Injectable Peni Sulpha  "Ridaura' 
Gold cillamine _ salazine 





1. Adapted from Situnayake RD et al. Long-term treatment of rheumatoid arthritis with sulphasalazine, gold, or penicillamine: 
a comparison using life-table methods. Ann. Rheum. Dis. (1986): 46:177-33 
2. Eskayef Limited, Data on file. 


Summary of Prescribing information 

Formula: Each 'Ridaura' capsule contains 3mg auranofin. indications: Treatment of adults with 
rheumatoid arthritis апа children with juvenile rheumatoid arthritis. Also indicated for the treatment of 
psoriatic arthritis. Dosage: Adults — 6mg per day es a single administration. Children — 0.1 5mg/kg/day. 
Clinical studies have shown that patients may be safely transferred to 'Ridaura' from injectable gold 
sait therapy without the need for overiap or a washout period. Side Effects: Gastrointestinal symptoms 
including diarrhoea or loose stools and abdominal pain/cramps, nausea. Skin rashes may occur 
alongwith pruritus, stomatitis and conjunctivitis. Fare cases of thrombocytopenia, leukopenia and 
aplastic anaemia. Transient proteinuria and nephrotic syndrome. Minor transient changes in liver 
function. Greater than normal hair loss. Caution: Use with caution in renal impairment, 

hepatic dysfunction, inflammatory bowel disease. rash or history of bone marrow depression. 
Measurement of RBC, WBC, Platelet, Urinary proteins prior to therapy. Urinary proteins and platelets 
should be monitored monthly. Previous toxicity tc parenteral gold salts or heavy metals, 

inflammatory bowel disease, history of atopy. Women of ‘child-bearing potential, lactation. 
Contraindications : Progressive renal disease, severe hepatic disease, bone marrow toxicity. 
Overdosage : Experience limited, immediate induction of emesis or gastric lavage is recommended. 
Presentation : in blister packs of 10 capsules. 





Further information is available on request: 
P.B. No. 2, Bangalore 560 049 


ED 


EskayPharma 
A Division of Eskayef Limited 
CEskaye! Limited 


* Trade Mark RA:A1:89 
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ESIXOLD ....... 


For comprehensive cough control 


SUMMARY OF PRESCRIBING INFORMATION 


FORMULA: Each teaspoonful (5ml) contains: Phenylpropanolamine Hydrochloride U.S.P. 10.0mg, 
Diphenylpyraline Hydrochloride I.P. 1.5mg, Guaifenesin U.S.P. 50.0mg, Paracetamol I.P. 120.0mg, 
Alcohol (95%) I.P. О.5ті, in a pleasantly flavoured sorbitol base. INDICATIONS: For symptomatic 
relief- of cough and cold. RECOMMENDED DOSAGE: Adults and children over 12 years: 1-2 
teaspoonsful (5-10ml) every 6 hours. Children over 6 years: '/5-1 teaspoonful (2.5-5ml) every 6 
hours. Children from 1-to 6 years: '/, - '/; teaspoonful (2.5ml) every 6 hours. 











Rx 
e 
ESKOLD Expectorant - Formulated to match your expectation 
Further information is available on request: P.B. No. 2, Bangalore 560 049 


ED 


EskayPharma 
A Division of Eskayef Limited 


©€Eskayet Limited 
Licensed use: of Regd. Trace Mark " 
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CADMACH CMB-4 


* Specially designed for medium batch Tablet production assuring 
GOOD MANUFACTURING PRACTICE, Completely. 


* Easy Feeder removal for cleaning between product change over 








* Unique clutch drive mechanism to minimize wear and tear of 
mowing parts. 


* Compact design for higher output — 1/4 million tablets/hr. 
* Completely paint free tabletting crea to ensure GMP 


* Operator safety — To ensure safety, all upper guards and hand wheel 
guards are fitted with interlock switches. 


ed tra 
$ 












Í (cadmach:) —The backbone of the Drug industry 


CADMACH MACHINERY CO. PVT. LTD. 


HEAD OFFICE : Plot No 3604 & 3605 GIDC Estate, Phase IV, Vatwo, Ahmedabad 382 445 
Phone 831491/92/93 Telex 0121-6427 CDMC IN 


FT BEES S4 „а ао ФАА о idibus. зыш, aic Mon Sa nn ee eam 
BOMBAY OFFICE : 101-8, Poonom Chambers, | st Floor, Shivsogor Estate Dr Annie Besant Road, Worli, 
Bombay 400 018 Phone 4948811/4936612, 4938042 
Telex 011 73831 СІРІ IN Coble CADMACH 


OFFICES : New Delhi/Calcutto; Madra /Bongolore / Secunderaboo 
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gressions 
-gratitude - 


Sarvodaya Laboratory 


wishes to thank doctors 
throughout Bombay City, Suburbs & 


South India for sharing with us, 
the world-wide concern for 
MALNUTRITION which found its 
expression in prescriptions for 


PROVISAR 


Granules & Syrup 





(Protein Supplement with Iron, 
Glycerophosphates & Zinc) 


^D Manufactured in India By: 
О, 
г à SARVODAYA LABORATORY 
" y : 7 ra Ind Estate S.V. Road” 
Vest), Bombay -400 062 
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Glimpse into History 


Jules tinel - A multifaced personality 


Jules Tinel was a man of unending energy 
and diverse interests. Born in 1879 in Rouen, 
he was a descendant of five generations of 
physicians and surgeons. In the prime of life, 
his interests included an active participation 
in athletics, journalism and a deep commit- 
ment to religion. He formed a successful 
gymnastics team in a well known Catholic 
Institutuion of his native town. He started a 
literary magazine and organised a group of 
litter-bearers that assisted in the transportation 
of pilgrims to Lourdes. 


After finishing his medical studies and 
discharging his military obligations, Tinel 
launched on his postgraduate training in Paris. 
There he developed interest in the field of 
neurophyschiatric disorders. His first work 
related to this subject appeared in 1910. This 
published work discussed at length the re- 
generative process of a damaged central 
nervous system. He penned his works of 
eclectic leanings in the early years of his 
career. “The Holy Story and Preparation of 
Jesus Christs’ and ‘Confessions and Psychaitry’ 
were written by him in this period. He met 
the woman, who was to become his wife, on a 
trip to the Holy Land and recorded his experi- 
ences in ‘Impressions of a Trip to Palestine.’ 


In October 1915, he gave account of a 
sign which later became eponymous after his 
name. He wrote that “tingling is a sign of re- 
generation, or, more precisely, tingling indi- 
cates the presence of young axons in the 
process of growing....The tingling of re- 
generation is not painful...and is appreciated 
much more vividly in the corresponding 
cutaneous area.” However the glory in the 
wake of the description of this sign was not 
untainted. Paul Hoffman (1884-1962), a 
German physiologist, discribed the same 
phenomenon in his report called 'On a Method 
of Evaluating the Success of a Nerve Suture". 
It appeared six months before the publication 


of Tinel's account. Since they were serving the 
opposing forces in World War I, neither of 
them could be aware of the other's publication. 
The sign was ultimately associated with Jules 
Tinel because he was more widely recognized 
in the scientific community. Moreover, Tinel's 
account appeared in a journal that enjoyed 
a wider circulation and he certainly had the 
advantage of serving on the winning side in 
the war. 


After World War I, Tinel was posted as 
Chief of neurology at the Hospital Henri- 
Rousselle in Paris. The articles he published 
during this period were great contributions to 
the study of neurology. These pertained to the 
areas of viral encephalitis, senile dementia, 
vascular headaches and sympathic pain. 


Tinel worked with the French resistance 
movement in the period preceding World 
War II. He organised clandestine operations 
whose purpose was to arrange the safe trans- 
portation of wounded Allied pilots to Spain. 
Tinel and his son Jacques were imprisoned 
during the course of such efforts. He was 
eventually released but Jacques Tinel was 
condemned to Buchenwald and was tortured 
to death in this concentration camp in 1943. 


With a tragic irony, Tinel was afflicted 
by a neurological disorder, the likes of which 
he had probed all his life. He suffered a series 
of strokes and lost his ability to speak. None- 
theless he continued his research of neurologic 
disorders until the last. He died in March of 
1952. 


A collegeue who eulogized Tineal noted 
that “їп passion for work and for deeds, 
demonstrating patience and keenness in both 
observation and in experimentation, scru- 
pulousness in the publication of his works, 
understanding in the care of his patients, 
Jules Tinel had the nrivileoe of attainino the 


Glimpse into History 


goals he set at the beginning of his career, and 
the satisfaction of making a solid and im- 
portant contribution to the science of neuro- 


logy." 


Dr. Pardeep K. Arora 

Reader, Department of Surgery 
MGIMS; Sevagram 442 102 
Wardha. 





Address for correspondence: 
Dr. Pardeep K. Arora, 

Туре - II, Otr. No. 8, 
MGIMS, Sevagram - 442 102 
Wardha 


Specially contributed to *The Antiseptic" 


* * 


If breast feeding mothers poss iron to their babies through their milk, do babies 
uhose mothers did not hove iron replacement treatment during pregnancy require iron 
supplements? 


Human breast milk has a fairly lou iron content of about 0.5 ug/ml. The concentration 
of iron in milk is proabably not influenced by the iron state of the mother and is indeed 
highly resistant to changes in dietary iron. So there is little evidence that iron deficiency 
in the mother affects the infant through breast feeding. Exlucively breast fed infants 
at 6 monthshave favourable haemoglobin concentrations and indices of iron stores 
compared with infants fed on other regiments. This may be because the iron in human 
breast milk has a high bioavailability. If the baby is preterm, however, or in the unusual 
circumstances of exclusive breast feeding continuing for more than six months supplements 
of iron should be given. 


Lactation has been estimated to cause iron losses for the mother of 0.3-1.0 ma/day, 
and the total additional iron requirement for the mother during lactation is 100-180 mg. 
As this is offset by the suppression of menstruation for the greater part of the usual 
lactating period it is not thought to represent a considerable iron loss. 


In women ending pregnancy with a precarious iron balance who have other risk 
factors, such as poor diet, lactation may contribute to the development of iron deficiency 
anaemia in the puerperium or in a subsequent pregnancy if this occurs early - €.H. HORN. 


(BMJ Vol. 298 4 Mor. '89) 
* * * = * * 
Soapsuds enema - best avoided. 


Among the hazards associated with the use of soapsuds enema for the treatment 
of chronic constipation, soap induced acute colitis is the commonest complication. The 
exact causative agent in soap responsible for colitis has not yet been pin-pointed but 
long-chain fatty acids are widely beleived to be reposible. While soap induced colitis 
is a self-limiting complication, more serious ones such as anaphylaxis, rectal gangrene, 
excessive serosanguincus fluid loss and even death have been reported. 


(Post graduate Medicine (1988) March P. 352) 
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FURADANTIN 


Kills most uropathogens 
at the least cost 


umber of organisms sensitive 
the eer, 
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Cotrimoxazole 


Sulphonamides 
Cephradine 









+ Evans, C.M. et al (1980): A controlled trial of 
different treatment regimens in patients with 
Urinary Tract Infections after Lower Urinary Tract 
Surgery; Curr. Med. Res. and Opin. 6, 386-392 
(Adapted). 


Summary of Prescribing Information 


Formula — 'Furadantin' 50 mg/100 mg – Each teblet contains Nitrofurantoin 
50 mg or 100 mg. ‘Furadantin’ with Liquorice — Each tablet contains 
Nitrofurantoin 100 mg and Deglycyrrhizinised liquorice 250 mg Indications – 
Genito-Urinary tract infections. Dosage (Adults) – 50-100 mg Nitrofurantoin 
q.i.d. Side Effects— Nausea and vomiting are rare and can be reduced with 
concurrent administration of food or milk. Allergy has been reported 
occasionally. Contraindications — Do not use in patients with impaired 
renal function and infants under one month. 





Further information is availab'e on request: 
P.B. No. 9, Bangalore 560 049. 


SKOF 
ESKAYEF 
PHARMACEUTICALS 


OEskaye! Limited 
Licensed user of Regd Trade Mark ® 





THE ANTISEPTIC SEPTEMBER 1989 A35 


Cose of the Month 


A previously well 70 year-old man is 
admitted with intermittent cramping lower 
abdominal pain, progressively marked abdo- 
minal distension and complete obstipation. 


Correct answers received for 
* ECG Quiz - June '89 


Dr. Suchitra Sudhir, 


Past history is nil, particular except for chronic — Mattanur, 
constipation. After admission he develops Cannanore - 670 702. 
vomiting and dehydration. Dr. R.G. Iyer, 


Tirupur - 638 604. 


Dr. A.P. Naveen Kumar, 
The Jeypure Sugar Co. Ltd., 
Rayagada - 765 002. 


Dr. A. Gopal Rao, 


1. What is the probable diagnosis? 

2. Which is the most probable location of 
the lesion? 

3. Mention one diagnostic investigation and 
what it will show? 


(Compiled by: Anantapur Dt. - 515 865 
Dr. N. Hariharasubramanian M.D., Ph.D.) ! 
Dr. S. Rajah, 
* * * Gugai, 
Correct answers received for Case of Salem - 636 006. 
the month - June ,89 
* * * 
Dr. Sukhminder Singh Dhillon, 
Faridkot, 
Punjab - 151 207. 
* * * * * * 


Is sodium cause of cancer? 


A new technique which allows a sample of living tissue to be anlysed in the high 
vacuum of an electron microscope has enabled scientists to establish that cells in cancerous 
tissue contain a much higher concentration of sodium salts than normal healthy cells. 


Researchers at Lancaster University, in north-west England have developed a method 
and apparatus in which human tissue is frozen to a minimum of 210 ° C. Then in a frozen 
state it is studied by an advanced low temperature scanning electron microscope. The 
computer screen graphics show that the amounts of sodium in bladder tumours is two 
or three times higher than in undiseased cells. 


(Spectrum, British Science News '88) 
* * * * * * 


How do we catch a cold? 


It has been hitherto believed that fomites and the hand contact method are the primary 
means of spreading colds. In this unique study however, involving groups of poker players, 
the authers come to the conclusion that in adults rhinoviruses appear to be primarily spread 
through the aerosol route rather than through hand contact with self-inoculation. Journal 
of Infectious Disease (1987) 156, 442. 


(inl. of Applied Medicine Dec. '88) 
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P em 4 
from ALARSIN researchers since 1947 
P nmm d 
è G32 * R. Compound е Fortege € Bangshil € Aloes Compound.. 


-HYPERACIDITY 


: € gastritis e duodenal & gastric ulcers 


Mm Tenia | ЅООКТҮМ (диг) 
-< Remarkable ethical drug for routine use 


Tried at Departments of • Medicine э Gastro-enterology • Surgery 


: relief in 5-15 minutes 
| even in severe symptoms when 3-6 tabs mixed in water are given at a time 


2 recent cases 

(1) Acute Gastritis: "| got miraculous results by Sooktyn in a petient suffering from Hyperacidity, 
Gastritis, б sour vomiting who was not responding to general conventional treatment since i: 
last three days”. — R.M.O. Maternity & Surgical Home, Bombay. | 


(2) Erosive Duodenitis (a pre-ulcerative stage): A 25 years old House Physician working in 
Gastro-Enterology Department at a leading Medical College Hospital, Bombay, was 
diagnosed as a case of 'deformed Duodenal Cap' suggestive of Duodenitis. Ata Cancer 
Hospital Upper Gastro Intestinal Tract Endoscopy confirmed the diagnosis as Erosive 
Duodenitis 
Treatment: With Cimetidine and Sooktyn (Alarsin) 3 tabs tds for 10 weeks, patient was, 
symptom free. But there was relapse after 6 weeks. He was put only on SOOKTYN 4 tabs 

tds. Totally symptom free after 4 weeks. For the last 12 weeks there is no relapse. 


































INDICATIONS: e Hyperacidity, flatulence, dyspepsia, nausea, vomiting, acid eructations, 
heart-burn, epigastric pain, € gastro- cardiac symptoms. е Duodenal & Gastric ulcers, Gastric 
irritation & erosion € Recurrent ulcers following closure of perforated ulcer. 

e In Pregnancy: morning sickness, nausea, vomiting, excessive saliva, heart-burn. 

e Children: gripe symptoms, loss of appetite, hard stool 

e in Dentistry: ora! acidity, indigestion & acidity due to masticating difficulties, due to wearing 
4 of Dentures and appliances 

e Allergy and Gastritis: due to Drugs, Food, Drinks. 

e as adjuvant to: analgesics, antibiotics, anti-intlammatory drugs,etc. to minimise the side 
effects like gastric irritation & loss of appetite etc. 

e in Liver diseases: to complement & potentiate selected line of treatment. Sluggish Liver. 


DOSE: 2 tabs 3 to 4times a day between or after meals. 
In Severe or Acute Symptoms: 3 to 6 tablets mixed with water to be given ata 
time. Dose can be repeated as and when required, till symptoms subside. 

In mild Symptoms: nausea, excessivo saliva, heaviness or discomfort after 
food, drinks etc. 2 tabs as and when required. 

їп Children: to 1 tab mixed with milk or water 3-4 times a day. 
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Cose! 


Have you received? if not, please write for: 


e Prescribing index with latest Dosage Scheme. 
e Doctor's Price-list with Special Offer on orders for 1000 tablet Bulk Packs. „ _„ 
e Latest Research Data on particular products. • Art works of "Dhanvantari" and/or wa 


EE = Availability: For prescription at Chemists all over India in PACKS of 50 & 100 tablets 


ALARSIN Marketing (P) Ltd. A/32, Rd. No. 3, M.I.D.C.. Andheri (E), Bombay 400 093 
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1009, SAFE 
100% EFFECTIVE ABORTIFACIENT 





Widely accepted safe and sure method 
of M. T. P. 


Dilates cervix automatically, expels 
product of conception without compli- 
cations within 6-24 hours. 


PRESENTATION AND PRICE 

1 Packet of 10 N. T. T. Rs. 40-00 
12 Packets of N. T. T. Rs. 450-00 
Taxes and other charges extra. 


O Sterilisable like imported Laminaria 
Tents. 

© Complete cervical dilatation within 
6 hours. 

© Causes no scratches on cervical 
tissues. 


PRESENTATION AND PRICE 

1 Packet of 10 C. T. T. Rs. 50-00 

12 Packets of C. T. T. Rs. 550-00 
Taxes and other charges extra. 


Clinical Trial Reports are availabie on 
request. 


SUPPLY OF МТ.Т. & СТТ. 
For your requirement ask your chemist 
or order directly. Even small trial 
orders supplied per V.P.P. 


K&XSunthochem | 


LL tnt LL 
BAREILLY-243005 
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FRACTURES AND 
DISLOCATIONS 


S.K. Bose Price : Rs. 40.00 


SYSTEM OF OPERATIVE 
SURGERY VOL. II 
Sankar P. Sengupta 


Price : Rs. 100.00 


UNDERGRADUATE SURGERY 
A.K. Nan Price : Rs. 125.00 


ESSENTIALS OF 
ANAESTHESIOLOG Y 


Arun Kumar Paul Price : Rs. 25.00 


FORENSIC MEDICINE AND 
TOXICOLOGY VOL. II 
J.B. Mukherjee Price : Rs. 100.00 


British Medical Association 
Publications are available with us 


ACADEMIC PUBLISHERS 
121A. Bankim Chatterjee Street. Calcutta-700 073 


Borowiose No.3 


ADCO 





The pioneer in instant weighing 
now offers from READY STOCK 


PRECISION ELECTRONIC 


ANALYTICAL BALANCES 
MODEL AD-180 


Capacity-180 gms. Accuracy-0.0001 gm. 
Pan diameter-80 mm (S.S.) 
SPECIAL FEATURES : 


в Fully automated motorised calibration 
with built-in weights. 
















ed in memory. 

в Overshooting of liquid difficult 
environment can be oaa 
B special function 

Rs-232c output available neu. 

е Full tare cancellatiorwrange. 


OTHER RANGES 
CAPACITY ACCURACY | p. 






= Reasonably priced. 
m After-sales service. 
8m Trial solicited. 


ADAIR, DUTT & CO. 
(INDIA)PVT. LTD. 


H.O.: 5, B.B.D. BAG EAST, Р.О. BOX : 2009 .CALCUTTA-700 001 
TELEX : 021-3484 ADCO IN, TEL. 28-8781/82 

BRANCHES AT : 

New Delhi Ph. 733125, Bombay Ph. 28633 32 


Madras Ph. 849915, Secunderabad Ph. 75482 PANCRAMA-ADCO- 1/89 
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Vertigo of any aetiology 
29/5 STEMETIL 


ee eee NS 
PROCHLORPERAZINE 


The drug of choice for 
Méniére's disease, labyrinthitis 
and other forms of aural 
vertigo. 





















Ann. Clin. Res. 8: 284, (1976). | 


N 
МА, 


[1:1] May &Baker 


MAY & BAKER (INDIA) LIMITED 


REGD, OFFICE: MAYBAKER HOUSE, WORLI, BOMBAY 400 025. 





BARN 
BANNAN 





LABORATORY EQUIPMENTS 


*Spectronic20B&L * Electronic Digital 

U.S.A. Blood Pressure & Pulse 
meter 

* Erma Colorimeter * Slide Projector 

* Microscopes * Haemometer 

* pH Meter-Digital * Haemocytometer 

* Conductivity Meter * Counting Chamber 

* Centrifuge Machine * RBC/WBC Pipette 

* Autoclave/Sterilizer * Blood Cell Counter 

* Glucose Colorimeter * Baby W. Balance 

* Premature Baby 


ACUPUNCTURE 
DIPLOMA COURSE 


Applications аге invited from 
Doctors to learn and join D. AC. Course 
by Prof. Dr. L.N.Kothari at Nagpur 
and also in the Camps at Madras, 
Bangalore, Delhi, Hyderabad and 
Jammu. 

On the occasion of Nehru Birth 
Anniversary special concession of 3096 
will be offered in tution fee and also in 
the books ‘‘Clinical Acupuncture'' 
"Advances in Acupuncture’’ For 
detail contact: - 

Director 
Indian Acupuncture 
Training centre, Dhantoli, 
Nagpur - 440 012. 


Incubator * Pyrogen Testing 
* Hot Plate, Water Bath 
Oven, Incubatoretc., * Top Syringes 
* Deioniser * X-ray Viewing Box 
* Analytical Balances * Stop Watch/Timer 
Contact: ® 8110973 


LAB-INSTRUMENTS 
78-A, Jagannath S.Seth Road, 
‘Ratnadeep’ Ist Floor, 

(Near Roxy, Opera House), 
Bombay - 400 004. 
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ASTHMA VACCINE 


College of Chest Physicians invites your attention that fresh stock of Asthma Vaccine is available 
for ready supply to Medical Profession in India. 


The vaccine is: 


*Broad Spectrum *Slow desentising agent 
*Most effective in; (i) Bronchial Asthma (all types) (ii) Allergic 
Bronchitis (iii) Hay fever etc. etc. 


Available in phials of 10 ml. only. 
Price: Active Type : Rs. 195/- per phial. 
Retard Active Type : Rs. 590/- per phial. 


Kindly send full money in advance by DD/MO payable to Gen. Secretary, College of Chest Physicians. 


MEMBERSHIP/FELLOWSHIP CERTIFICATION 
in (i) TROPICAL CARDIOLOGY and (ii) TROPICAL PULMONOLOGY 


Fees schedule: 


Membership (MCCP) - Rs. 350/- 
Fellowship (FCCP) - Rs. 600/- Life Membership - Rs. 750/- 
Life Fellowship - Rs. 1000/- Renewal Fee Rs. 25/- year 


Minimum eligibility: M.B.B.S., 


Evaluation Criteria: To submit a dessertation/thesis on an assigned subject 
which will be evaluated by the credential committe. 


For details contact: 

Secretary General 

College of Chest Physicians 

P.O. Box 6551, B-9, Tagore Garden, New Delhi - 110 027. 
Phone: 502204. 


ө The choice antimicrobial € Preventive treatment for 
in Upper Respiratory Traveller’s Diarrhoea 
Tract infections 3 

e 100% success 
e High cure rates rates in venereal 
in Gonococcal diseases: 
and non- (Doxycycline HCI) Gonorrhoea, 
gonococcal i Syphilis 
urethritis 

Superior to all Tetracyclines 


(Doxycycline HCI) 


The Purest One The Superior One 
For further information write to: 

U. S. VITAMIN (INDIA) LTD. 

Poonam Chambers 'B' Wing, Bombay 400 018. 
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An Evolution Towards Perfection in 


may Fulgram 


Therapy 


THE FULL GRAM SPECTRUM ANTIBACTERIAL 


e A distinctly different fundamental bactericidal action — DNA gyrase blockade 


e Broadest spectrum of activity against uropathogens 

e Exceptionally superior to conventional antibacterials like Cotrimoxazole, Nalidixic acid, 
Amoxycillin, Ampicillin, etc. 

e The only oral antipseudomonal agent, without nephrotoxicity or ototoxicity 

e Emergence of bacterial resistance is rare 


Fulgram 


The Leader Antibacterial 


For further information write to: 
usv U. S. VITAMIN (INDIA) LTD. 
Poonam Chambers 'B' Wing, Bombay 400 018. 





(Norfloxacin) 


68/S£S/ASQ/d24 





| Multiply your money despite taxes 
| — Start your exciting money earning campaign 


| in the 
I Wonderland advance by M.O./0 Dito 
| of Investment ө 


by A.N. Shanbhag FOCUS 
Sth Edition FOCUS BOOKS 
1 A.Y. 1990-91 A division of § 


~ POPULAR PRAKASHAN | 
Rs. 70.00 4648/1 Ansari Road, 
21 Daryaganj New Delhi 


@ Excellent tools for investment 35-C, Pt. M.M. Malaviya Rd. 

analysis 6€ Tax saving devices Tardeo, Bombay-400 034 
incorporating NSC VIII amendments ® POPULAR BOOK DEPOT 
Latest schemes like Rahat Patras, 217, Raja Ram Mohan Roy Rad., 
Jeevan Dhara included Bombay-400 004 
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ECG Quiz 





A 63-year old woman, known hypertensive 1. What are the abnormalities seen? 
and diabetic with recurrent angina. The ECG 2. What S/are uncommon finding(s)? 
is characteristic. 3. Without clinical history, is it possible to 
conclude on the changes in ST and T? 
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(Compiled by: 
Dr. N. Hariharasubramanian M.D., Ph.D.,) 






We welcome correct answers for the ECG Quiz 
as well as Case of the Month. 


Answer to ECG Quiz - August '89 


VR = 40 mm: - Indicates LVH. 
Prolonged QT - Due to antiarrhythmic therapy Ventricular РУС and T,,waves are also seen. 


The woman possibly has aortic stenosis and atherosclerosis in addition. 
* * * * * 


Answers to the Medi-Quiz 


B V-A 
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Select the corret answer: | VI. In antalgic gait, on bearing the weight, 
patient leans on: 

A. The affected hip 

B. The normal hip 


I. | What are “yoked” muscles? 
A. The deltoids 
B. The extra coular muscles 
C. The pectorals VII. Mee's lines are seen in: 

A. The abdominal wall 

B. The extensor surface of the knee 


D. The levatores ani 


II. Waldeyer's ring comprises all of these C. The nails 
except 
A. The uvula VIII. Mee's lines are suggestive of: 


III. 


B. The lingual and palatine tonsils. 
C. The adenoids 
D. The pharyngeal tonsil 


Monteggia's fracture involves: 


A. Hypoalbuminemia 

B. Cirrhosis 

C. Chronic arsenal exposure 
D. All of the above 

E. None of the above 


A. The clavicle and scapula 


B. The pubic symphysis (Complied by: Dr. N. Hariharasubraminan, 


C. The ulna M.D., Ph.D.) 
D. The fibula (For answers see page 531) 
* * * 
IV. Amalgam tattoo occurs in: 
A. The palms 
B. The soles 
C. The gingiva Correct answers received for 
Quiz - June '89 
D. The sclera Dr. P.Dravidamani, 
Kariapatti - 626 106 
V. Amalgam tattoo is due to: Dr. P. V. Prasad, 
A. Metal dental filling materials Chirala - 253 155 
B. Peripheral cyanosis * * * 


C. Punctate haemorrhages 
D. Intradermal tattooing. 
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Comfort through pain relief 


& H i E L D Ointment 


Ideal for piles, fissures and periproctitis. 


a. Allantoin — stimulates tissue formation and healing. 
а Zinc Oxide — stops bleeding. 

в Hydrocortisone acetate — reduces swelling and itching. 

п Lidocaine — relieves pain. 


NO PAIN—NO STAIN ... a perfect SHIELD for piles. 


Summary of Prescribing Information 
Formula: ‘Shield’ Ointment is a new therapy for haemorrhoids containing: Allantoin 0.5% w/w, 
Hydrocortisone acetate 0.25% w/w, Lidocaine 3% w/w, Zinc oxide 5% w/w, Ointment base 
q.s. Indications: For relief of symptoms of haemorrhoids (internal or external), anal fissure 


and periproctitis. Dosage: A proper quantity applied locally two or three times daily in adults. 
Side Effects: Nil. Presentation :'Shield' Ointment is available in 15g tubes with applicator. 


Further information is available on request : P. B. No.2, Bangalore-560 049. 


SKOF 
ESKAYEF 
PHARMACEUTICALS 


© Eskayef Limited 
Licensed user of Regd. Trade Mark ® 





Should a woman with no contraindicotions to the contraceptive pill who has been 
taking it for several years be advised to stop for a period every few years? 


Various reasons have been advanced for advising women to take "Breaks" from 
the combined oral contraceptive. It has been suggested that this will reduce the risk 
of postpill amenorrhoea, but there is no evidence for this and there are no grounds 
for advising regular breaks to preserve future fertility. Another possible reason for 
stopping is to reduce the risk of side effects related to the duration of combined oral 
contraceptive use: it may be argued that taking regular breaks will reduce total exposure 
and thus reduce the risk of, for example, some cardiovascular diseases. This may be 
an over simplification, however, because for some diseases a slightly increased risk 
persists for months or years after stopping combined oral contraceptives. A third reason 
‘is to reassure a woman that her menstrual cycle is still normal, but this benefit is out- 
weighed by the risk of unwanted pregnancy. Combined oral contraceptives are more 
effective than other forms of reversible contraception, and a couple used to intercourse 
without condoms or the diaphragm may become careless about the use of barrier 
methods during "pill free" months. Furthermore, because most metabolic changes ore 
more marked in the first few months of use repeated restarting of combined oral contra- 
ceptives may be more harmful than sustained use. James Owen Drife, senior lecturer 
in obstetrics and gynaecology, Leicester. 


(BNU Vol. 296 11 June 1988) 


* * * * * * 


Endoscopic injection of adrenaline for actively bleeding ulcers 


A prospective randomised trial was preformed to assess the efficacy of endoscopic 
injection of adrenaline for actively bleeding ulcers. Emergency endoscopy in 961 patients 
admitted for upper gastrointestinal haemorrhage identified 68 patients with actively 
bleeding ulcers. These 68 patients were randomised to receive either endoscopic in- 
jection of adrenaline or no endoscopic treatment. Significantly fewer patients in the 
treatment group than in the control group needed emergency operations. No compli- 
cations were observed with the injection of adrenaline. Injection of adrenaline is ef- 
fective in stopping bleeding from actively bleeding ulcers. 


(BMJ Vol. 296, June '88) 


* * * * * * 
Does spironolactone have a place in treating facial hirsutism in women? 


Yes it does: the aldosterone antagonist spiranolactone has antiandrogenic actions 
that account for the side effects of gynaecomastia and loss of libido in men and mens- 
тоо! irregularity in women. It reduces adrenocortical and gonadal synthesis of testo- 
sterone and also binds to testosterone receptors in the skin and other tissues, thus 
reducing the effectiveness of the androgen. The doses used in successful treatment 
of hirsutism in women have varied from 50 to 200 mg. daily. A reduction in hair growth 
usually occurs within three months. The unwanted effects are diuresis and menstrual 
disturbance. Diuresis is usually mild and should not cause trouble, Any menstrual dis- 
turbance moy manifest itself as polymenorrhoea, menorrhogio, oligomenorrhoea, or 
amenorrhoea and has been attributed to the antioestrogen and progestational actions 
of spiranolactone. The drug seems to be equally effective in treating idiopathic hir- 
sutism and hirsutism caused by the polycystic ovary syndrome. Some women show no 
improvement, and because of its antiondrogenic effects and its ability to pass through 
the placenta there is a risk during pregnancy of feminising a male fetus. Spironolactone 
is particularly useful in treating hirsute women with hypertension in whom treatment 
with cyproterone and oestrogen is contraindicated. 


(BMJ Vol. 296 21 May '88) 


| Guidelines to Contributors 


"The Antiseptic" is a monthly publication 
devoted to the cause of medical practice with 
an emphasis in general practice in the rural 
setting. Contributions are invited from health 
professionals in India and abroad in the form 
of original articles, reviews, short 
communications, reports of interesting cases, 
condensed extracts of useful articles appearing 
in other journals, experiences with new 
preparations, letters to the editor, etc., 
Contributions should ordinarily not exceed 8 
typed pages (double- spaced) in foolscap size, 
excluding space occupied by figures and 
illustrations. Contributions that have already 
been published in part or full will not be 
entertained, and contributions are accepted on 
the distinct understanding that they are sent 
solely to “The Antiseptic” for publication. The 
contributions are scrutinised by the editorial 
board before publication and the editor 
reserves the right to accept, alter or reject any 
contribution without assigning any reason. 


The Publisher reserves the copy right of 
contributions published in the journal. 
Reproduction in reputed medical journals is 
permissible, if credited properly, but not for 
commercial purposes. 


Preparation of Manuscripts: Manuscripts in 
English typewritten in double space on one side 
of paper should be submitted in duplicate. The 
size of the text, tables and figures should be 
such that these can be mailed to the reviewers 
under one cover. Texts should be typed leaving 
liberal margins on all four sides, so as to 
facilitate recording of comments by the 
reviewers directly on the text. Unnecessarily 
complex, extremely long and poorly written 
Manuscripts with excessive number of tables 
and/or illustrations are likely to be rejected. The 
Manuscripts should include a) a title page 
b) an abstract c) the text of the paper. 


Title Page: The title of the Manuscripts should 
include the purpose and findings of the sork. 


One complete title should be preferred to a title 
with sub titles. Titles should be followed by 
names of authors (first name, middle name(s), 
followed by surname), address(es) of the 
Department(s) and institution(s) where the work 
was done. Educational degrees obtained from 
universities/recognised institutions alone may 
be mentioned. If the author’s present address 
differs from the one at which the work was 
done, this may be indicated in the footnote on 
this page. 


Text: The text should start from next page and 
should be divided into introduction, materials 
and methods, results and discussions. It may 
sometimes be necessary to use sub-headings 
within some sections to clarify their content. 
For short communications there is no need to 
divide the text into aforementioned sections. 
Case reports, reviews etc. may not need the 
above format and it is recommerided that the 
authors consult a recent issue of the journal 
for guidance. 


Abstract: The second page of the Manuscript 
should contain an abstract not exceeding 100 
words. The abstract should give.a precise 
account of the methods, results and 
conclusions. It should be arranged in numbered 
concise paragraphs. 


Introduction: The purpose of the investigation 
should be spelt out clearly and in a concise 
fashion. Previous work having direct bearing 
on the study should be quoted. If a recent 
article has summarised the work on the subject, 
it may be sufficient to cite this article rather 
than repeating individual citations. 


Materials and Methods: The author(s) should 
describe the methods, procedures, apparatus 
(with manufacturer’s name and address in 
parenthesis) etc. in sufficient detail to allow 
workers to reproduce these. Details of 
established methods may however be avoided. 
A brief description may be needed for methods 
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that have been published but are less well 
known. Substantial modifications of an 
established method should be adequately 
explained. Drugs should be listed in separate 
para, preferably with the name of the 
manufacturers in parenthesis. Trade names of 
drugs should not be used. 


Results and Discussion: The observations 
should be arranged in a coherant way so that 
meaningful data is generated. It is always 
desirable to summarise the data in the form of 
tables and figures. However, duplication of data 
in text and figures/tables is not permissible. 
Figures and tables should be so designed that 
data presented is understandable . without 
reference to the text. The approximate location 
of figures and tables should be marked in the 
text. 


Figures: One original and one xerox copy of 
each figure should be enclosed. The figure 
should be black line drawing or a photograph 
on glossy paper with a legend on separate 
sheet. The figures should be numbered in 
arabic numerals and should bear on their Баск 
(in light pencil mark) the title of the paper in 
brief. 


Tables: These should be typed separately, 
numbered in arabic numerals and should bear 
appropriate headings and table number. Major 
portion of discussion should relate to the work 
of the study; unnecessary details may be 
omitted. The discussion should deal with 
interpretation of results without repeating the 
information already presented under results. 
Ordinarily results and discussion should be 
dealt separately, however it may sometimes 
become necessary to clump the results and 
discussion together. 


Acknowledgements: Acknowledgement should 
be brief and made for specific scientific and 
technical assistance only and not for providing 
routine departmental facilities апа 
encouragement or for help in the preparation 
of the Manuscripts. 


References: The references in the text should 
be cited as name of the author(s) followed by 
the year. Where there are more than three 
authors, the reference may be written as the 
name of the first author followed by et al. At 
the end of the paper, the references should be 
arranged in alphabetical order. They should 
include the author's names (year of publication) 
title of the article, name of the journal 
(underlined). Periodicals, volume number 
(underlined) first and last page numbers. 
Sample references are given below: 


Reprints: 30 Copies are supplied free to author. 
А larger number may be obtained 
(against payment (2 Rs.0.50/- per 
page) on written application at the 
time of sending the article. 


Book Review: Publishers may send advance 
copies of books/new 
Publications for review and 
recommendation. 


News: Contributors may send news-items of 
interest to medical practitioners for 
publication. 


Sample References: 


Journals: Natarajan, M. (1987) Hydatid Cyst- 
Brain-The Antiseptic Vol-84 No.12. 
pp.706-711. 


Book: Barar, F.S.K., (1987) Drug Interactions, 
In: Essentials of Pharmacotherapeutics. 
pp.84-92. New Delhi : S. Chand & Co. 


Chapter in a book: Natarajan, M.,(1980) 
Parasitic Infestations: 
In: Text Book of Neuro 
surgery Voll; Ramamurthy, 
B. & Tandon PN; 
Madras: National Book 
Trust of India pp.472-86. 


Corporate Authors: 

Annual report of the 

Director General of Health (1974) 
pp.41-55, Canberra: Australian 
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breastfeeding. Similarly, mothers should be wamed of the difficulty of 
reversing & decision not to breastfeed. 
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instruction on correct preparation methods, emphasizi ing that unboiled 
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PUBLISHER'S NOTE 
OCTOBER '89 


Dear Doctor, 


My hearty greetings for a Happy 
Deepavali. 

As already assured, I am glad to 
inform that the magazine has been 
updated. This is evident from the fact 
that September '89 issue has been 
despatched in the first week of 
September '89 and the October ‘89 
issue also will be posted in the first 
week of October itself. This will be a 
great relief to our readers who will be 
anxious to read the contents and will 
drive away any disappointment 
experienced so far. 

Let me once again assure you 
that I shall endeavour my best to keep 
up to this schedule. 


Yours Cordially, 


RLA kL. Æ 


(R.LAKSHMIPATHY) 
PUBLISHER. 
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Subarachnoid Haemorrhage 


Natarajan M., Muthukumar N., 


Subarachnoid haemorrhage is a condition 
in which there is bleeding in the subarachnoid 
space. It refers to bleeding into the subarach- 
noid space from any cause. The commonest 
cause is trauma. Spontaneous subarachnoid 
haemorrhage refers to causes not due to trauma 
or hypertensive intracerebral haemorrhage. 


Etiology, Pathogenesis & Pathology 


The most frequent cause of primary sub- 
arachnoid haemorrhage is due to berry or 
saccular aneurysm bleeding into the sub- 
arachnoid space. Next commonest cause is 
arterió-venous malformation. Other causes 
are developmental defects like Sturge Weber 
disease, Ehler's Danlos syndrome, infectious 
conditions like rupture of mycotic aneurysm, 
neoplastic conditions like glioblastoma, haem- 
angioblastoma, meningioma and  intra- 
cranial metastasis and blood dyscrasias like 
hemophilia, leukemia, purpura, anticoagulant 
therapy, vascular conditions like intracranial 
venous thrombosis and severe hypertension. 


Primary subarachnoid haemorrhage due to 
aneurysm 


These aneurysms are round or oval shaped 
saccular dilatation of cerebral vessels. 90% of 
aneurysm occurs on the anterior half of the 


- circle of Willis with 10% arising in the verte- 


bral, basilar or posterior cerebral arteries. 
Saccular aneurysms are found in 4% of adult 
autopsies. These are rare in children. Saccular 
aneurysm may enlarge to the size of an orange. 


Dr. Natarajan M. M.S., (Gen.) M.S., (Neuro)., 
FICS., FACS., FAMS., 
Retired Professor of Neurosurgery, 
Madurai Medical College, 
Madurai. 


Dr. Muthukumar N. M.Ch., (Neuro) 
Neurosurgeon 


Specially contributed to "The Antiseptic" 
Vol. 86 (10) 523-9 


Most of them lie entirely within the subarach- 
noid space. Some are buried in the substance 
of the brain. Large aneurysm may be filled 
with clot partially or completely, which may 
get calcified. The three most common sites 
are the terminal portion of internal carotid 
artery, the junction of anterior cerebral with 
anterior communicating artery and bifurcation 
of middle cerebral artery. In the vertebro 
basilar system the common sites are at the 
origin of the posterior cerebellar artery from 
the vertebral artery and at the terminal portion 
of the basilar artery. Multiple aneurysm occur 
in 15% of the cases. The aneurysm is due to a 
defect in the media and internal elastic lamina 
of the artery. 


Cerebral aneurysms are often associated 
with anomalies of the circle of Willis with 
consequent blood flow alteration causing 
strain at the bifurcation resulting in the for- 
mation of aneurysm. 


Intimal changes in atherosclerosis weaken 
the internal elastic lamina leading to aneurysm. 
Hypertension by acting on the weak vessel will 
cause aneurysm. 


The aneurysm may rupture into the sub- 
arachnoid space only or rupture into the 
brain or into the subdural space producing 
haematoma. 


Blood in the subarachnoid space causes 
acute hydrocephalus in 35% of the cases by 
obstruction to flow of C.S.F. by the arachnoid 
villi being blocked by RBC or kinking of the 
3rd ventricle or acqueduct or by edema or 
haematoma. 


Spasm of cerebral vessel begins 3 days 
after haematoma, increasing in severity by 
7th or 8th day due to break-down products of 
blood. This may be severe enough to cause 
cerebral infarction. 


Cerebral edema may be due to vascular 


spasm or displacement of vessels by haema- 
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toma causing infarction leading to cerebral 
edema. Internal carotid artery may rupture 
into the cavernous sinus causing carotico- 
cavernous fistula. Occasionally aneurysm may 
rupture into the sphenoid sinus causing 
epistaxis. The non-ruptured aneurysms lie 
in the subarachnoid space and may cause 
symptoms by pressure on cranial merves or 
brain. 


— - +. -— 


Arterio-venous malformation 


They form 2 to 4% of the intracranial 
masses. The most common site is in parietal 
lobe. 2076 occur in the posterior fossa. They 
vary in size from small tangle of vessels to 
huge collection of abnormal vessels with a 
cone shaped area, the base projecting toward 
the surface of cerebral cortex, in which there 
are tangles of abnormal vessels. 


Symptoms and signs 


Symptoms and signs of intracranial aneu- 
rysm result from compression of cranial nerves 
or the brain or thrombosis in an aneurysm 





Fig. 1 


AP view showing giant middle 
cerebral aneurysm 
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giving tise to emboli to distant vessels or much 
more commonly by bleeding. Pressure on the 
optic tract, nerve or chiasma may occur due to 
anterior communicating aneurysm. Ophthal- 
mic artery aneurysm may cause unilateral 
blindness. 





Fig. 2 
Lateral view showing the above 
Rupture of congenital saccular (Berry aneurysm) 


Half of patients with subarachnoid hae- 
morrhage have had prodromal symptoms such 
as unusual headache and stiff neck. About half 
the patients have warning signs like headache, 
preceding the rupture of intracranial aneurysm. 
More than 50% of the patients with anterior 
communicating aneurysm and 50% of middle 
cerebral aneurysm complain of severe frontal 
headache. Patients with internal carotid 
aneurysm or posterior communicating aneu- 
rysms have headache on the same side with a 
unilateral third nerve palsy. Other patients 
may have focal or generalised fits. Aneurysmal 
bleeding may follow trauma, physical exertion 
(including coitus) but most often occur during 
normal daily activities. It may occur during 
sleep. The onset of subarachnoid haemorrhage 
is sudden in 90% of cases. 60% of the patients 
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experience sudden seizures, vomiting, pain 
in the neck or back, sciatic pain, pain in the 
limbs or focal paralysis. The pain due to sub- 
arachnoid haemorrhage is described as severe, 
violent, intense, bursting in character and 
occurs commonly in the occipital area. In half 
the number it is associated with vomiting. In 
2095 of the cases there is immediate loss of 
consciousness and 20% develop coma 6 to 12 
hours later. Photophobia or diplopia are 
common in conscious patients. About half of 
these have a stiff neck. Half of the patients 
will show impairment of consciousness at 
admission. Patients are disorientated, com- 
fabulate on questioning and have impaired 
retention record. There may be deficit of 
memory. So they are likely to be admitted to 
a phychiatric ward. Fundus examination may 
show subhyaloid haemorrhage appearing as 
large purple blots on biotting paper. They 
are pathognomonic of ruptured aneurysms 
commonly seen after rupture of anterior 
communicating or internal carotid aneurysm. 
10% of the cases may show papilledema. 
Vision may be impaired due to pressure on 
the optic nerve. Neck stiffness and Kernig 
sign are hallmarks of subarachnoid heemorr- 
hage. The site of aneurysm may be ciagnosed 
by signs and symptoms. Oculomotor palsy in 
an awake patient suggests aneurysm at the 
junction of internal cartoid with posterior 
communicating artery. Hemiparesis or aphasia 
are suggestive of middie cerebral aneurysm. 
Paraparesis or abulia are suggestive of ane- 
urysm of proximal anterior cerebral artery. 


Infraclinoid intracavernous carotid aneurysm 


These give following clinical features: 


Facial pain of trigeminal neuralgia 

Noise in the head. 

Paralysis of 3, 4 and 6th cranial nerves. 
Hypopituirism when the aneurysm extends 
into the pituitary fossa, 

5. Caroticocavernous fistula due to rupture 
of aneurysm. 


uius мА 


Supra-clinoid internal carotid aneurysm 


The aneurysm develops in the angle bet- 
ween the optic chiasma and optic nerve medi- 
ally and the 3rd nerve laterally. Pressure on the 
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optic nerve cause diminution of the visual 
acuity, scotoma and later optic atrophy and 


blindness. Pressure on the optic chiasma 
produces field defects. Pressure laterally 
causes 3rd nerve paralysis. 





Fig. 3 





Fig. 4 
Lateral view shows internal carotid aneurysm 
in the intracavernous portion. 





Fig. 5 
Shows the same in AP view 
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Opthalmic artery aneurysm 


They are uncommon and they cause gra- 
dual painless loss of vision with the unilateral 
optic atrophy with enlargement of the optic 
foramen and hypopituitarism. 


Middle cerebral artery aneurysm * 


They occur at the branching of middle 
cerebral in the lateral fissure causing hemi- 
paresis or hemiplegia, focal motor seizures, 
dysphasia or aphasia in the aneurysm of domi- 
nant side; upper homonymous quadrantinopia 
with bleeding into the temporal lobe. 


Anterior cerebral and anterior communicating 
aneurysm 


These are difficult to localise. Pressure in 
olfactory tract produce unilateral, anosmia. 
Pressure in the optic chiasma produce bitem- 
poral field defects beginning in the lower 
quadrants. Rupture in the frontal lobe is often 
bilateral causing butterffy haemorrhage pro- 
ducing personality changes with impairment 
of judgement, insight, retention and recall. 
Apathy with mutism may occur. 


Posterior communicating aneurysm 


These occur at the junction of the internal 
carotid artery with posterior communicating 
artery. These produce severe headache with 
pain localised to the eye, orbit or forehead 
with third nerve paralysis with occasional 6th 
nerve paralysis. 


Posterior cerebral artery aneurysm 


They are rare and occur at proximal portion 
of the artery. They may produce homonymous 
field defects. Large aneurysms compress the 
midbrain producing pseudobulbar signs. 


Basilar artery aneurysm 


They arise at the bifurcation of basilar 
artery at the upper border of the pons. They 
may produce trigeminal neuralgia. Superior 
cerebellar artery aneurysm may cause third 
nerve palsy and ataxia. 


Vertebral artery aneurysm 


Thev may cause unilateral paralysis of 
lower cranial nerves. 


Anterio-venous malformation of the brain 


These are the second commonest cause of 
subarachnoid haemorrhage. Abnormal symp- · 
toms and signs occur in anterio-venous mal- 
formation of the brain prior to subarachnoid 
haemorrhage. They frequently cause partial 
epileptic seizures in young patients. The focal 
fits may be motor, sensory, auditory, visual 
or psychomotor. 


Patients may have migraine like headache 
occuring at the site of arterio-venous mal- 
formation. Bruit may be present on auscul- 
tation over the eye or over the head. 


A chronic progressive dementia may occur 
with large arterio-venous malformation due to 
chronic hypoxic changes in the brain due to 
intracranial steal or hydrocephalus due to 
arachnoditis resulting from recurrent sub- 
arachnoid haemorrhage due A-V malformat- 
ion. They are common in second and third 
decades of life. The bleeding is venous. So the 
symptoms are Jess severe and they usually 
recover. So repeated attacks of subarachnoid 
haemorrhage are common. So history of 
recurrent episodes of subarachnoid haemorr- 
hage with seizures is almost pathognomonic 
of arterio-venous malformation. Focal neuro- 
logical signs like hemiparesis, hemiserisory 
loss and hemianopia are common before the 
occurrence of subarachnoid haemorrhage. 
Large arterio venous malformation with hemi- 
spheric atrophy associated with smallness of 
the skul! on the same side with under-develop- 
ment of the opposite side of the body is called 
Davodoff - Dyke syndrome. Sometimes they 
may communicate with external carotid 
vessels leading to the formation of the palpable 
cirsoid aneurysm of the scalp. There may be 
excessive pulsation with thrill and bruit. Aus- 
cultation of the eye will reveal a bruit aboli- 
shed by compression of internal carotid artery. 
Increased pulse pressure may cause increased 
pulsation of the retinal vessels on ophthal- 
moscopic examination. Increased venous 
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return in the jugular on the same side of the 
malformation may be inferred by the bulging 
of the external, jugular vein on the side of the 
malformation, first on release of compression 
of both jugular vein. In children A.V. mal- 
formation may cause cardiac enlargement 
and heart failure. 


Subarachnoid haemorrhage of undetermined 
etiology 


In 2076 of the cases no cause, like aneurysm 
or A.V. malformation is present. They may be 
due to very small aneurysm or A.V. malfor- 
mation not demonstrable by angiography. 


Diagnosis 
Lumbar puncture 


The CSF is usually under increased press- 


ure and is bloody in appearance. When CSF is 
collected in 3 tubes, the appearance is the same 
in all. After centrifuging supernatant fluid is 
xanthochromic. The xhantho-chromia appears 
within 4 hours, lating for 20 days. Red cells 
will disappear in 7 days unless there is fresh 
bleeding. The red cells count is 1,50,000 cells 
per cubic mm after aneurysm rupture. Initially 
the white cell count has the same ratio to red 
cells count as in the peripheral blood but later 
there is increase in polymorphonuclear cells 
and lymphocytes after few days due to men- 
ingeal inflammation caused by hemolysis. The 
protein in the CSF is increased. 


X-ray 


X-ray is usually normal except curvilinear 
calcification on the wall of big aneurysm usually 
of the internal carotid artery. It is usually 
parasellar in location. In A.V. malformations 
there is increased vascular markings on the 
skull unilaterally or calcification in 2096 of 
cases. 


EEG 


EEG is usually normal in patients with 
berry aneurysm, prior to rupture. After sub- 
arachnoid haemorrhage there is diffuse slow- 
ing or focal slowing in intracerebral hema- 
toma. Large A.V. malformation may show 


focal slowing with focal spike and slow wave 
activity. The EEG is abnormal when sub- 
arachnoid haemorrhage is associated with 
vasospasm. 


CT Scan 


Largé aneurysm can be seen in CT scan 
after contrast. The CT scan is useful in reveal- 
ing intracerebral and subdural haematoma or 
clot in the subarachnoid cisterns. Acute hydro- 
cephalus may be seen. A.V. malformation 
are easily demonstrated by the CT scan after 
contrast enhancement. 


Cerebral angiography 


This is done as early as possible if the pati- 
ents condition is stable and the patient is 
alert. In early stages this is done mainly to 
find out intracerebral or subdural haematoma 
or acquired hydrocephalus requiring urgent 
neurosurgical treatment. Angiogram demon- 
strates berry aneurysm in 80% of cases by 
adequate arteriography with the use of serio- 
grams. Angiogram may demonstrate spasm in 
the region of the aneurysm. Aneurysms are 
multiple in 15% of cases. Presence of spasm 
near the aneurysm, stretching of the blood 
vessels by haematoma or escape of contrast 
material will indicate the site of aneurysm 
rupture. The nipple like protrusion on the 
aneurysm is a reliable indicator of the site of 
aneurysm rupture. А.У. malformation is easily 
demonstrated by angiography. To find out 
the abnormal feeding vessels and draining 
vein of the malformations serial angiogram 
may be necessary. In 10% of the patients with 
primary subarachnoid haemorrhage no de- 
monstrable cause is demonstrated. 


Treatment 


The definite treatment of saccular aneu- 
rysm is surgical. The aim of operation is to 
obliterate the aneurysm before rebleeding 
occurs. Since 30% of the patients had recurrent 
haemorrhage in the first month especially 
within 5th and 9th days early operation is ideal. 
Early operation is difficult because of the 
swollen brain, increased tendency of the aneu- 
rysm to rupture during the operation. High 
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mortality associated with early operation, 
made most neurosurgeons to operate after 
1 to 2 weeks. Vascular Spasm starts on the 
third day of the haemorrhage reaching a peak 
on 7th day and subsides by,9 to 12 days. So 
the operation is usually deferred until after 
12 days. In the interval comatosed and very 
ill patients are treated to prevent" recurrent 
bleeding or progressive neurologic deterio- 
ration due to vascular spasm subsides. The 
operation mortality is below 5% in average 
neurosurgeon's hands but it is nil if operated 
by surgeons experienced in aneurysm surgery. 
Recently many surgeons operated within 
24 to 72 hours to prevent rebleeding and re- 
move clots responsible for vascular spasm. 
In alert and stable patients the mortality is 
the same as that if operated after 2 weeks. This 
helps the neurosurgeons to treat the vascular 
spasm by induced hypertension and hyper- 
volemia without the threat of rupture of aneu- 
rysm. But seriously ill patients or comatosed 
patient are treated conservatively till the con- 
dition improves. 


Medical Treatment 


The aim is to treat the effects of subarach- 
noid haemorrhage, to prevent rebleeding 
of the aneurysm and to treat vascular spasm. 
Since cerebral edema is common due to sub- 
arachnoid haemorrhage fluid is restricted 
1500 to 2000 ml per day. Mannitol is given 
depending on the intracranial pressure and 
serum osmolarity. Controlled ventilation and 
CSF drainage are done to reduce the increased 
tension. Corticosteroids, barbiturates and 
body hypothermia are also sued. To prevent 
the rupture of aneurysm patients are treated 
with strict bedrest (coronary type care), 
sedatives, analgesics and laxatives. Hypo- 
tensive agents are used cautiously without 
decreasing cerebral perfusion and causing 
infarction. Prophylactic anticonvulsants and 

drugs to reduce cough or vomiting are given. 


Medical complications of aneurysm rupture 


The common medical complications are 
hypertension, cardiac arrhythmias and hypo- 
tension, pneumonia and atelectasis, inappro- 
priate secretion of antidiuretic hormone, gas- 
trointestinal haemorrhage and anemia. 
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Pulmonary Edema 


This occurs immediately after fatal aneu- 
rysm rupture. This is treated with intubation, 
artificial ventilation with positive end expira- 
tory pressure, and massive doses of furosemide 
(Lasix). 


Fluid and Electrolyte disturbances 


Hyponatremia (less than 130 mEq Na per 
liter), Hypernatremia (greater than 155 
mEq Na per liter) occur with aneurysms of the 
anterior communicating artery. The abnor- 
malities are common between the third and 
seventh day after the haemorrhage. 


The syndrome of inappropriate antidiu- 
retic hormone secretion occurs with the onset 
of delayed ischaemic deficit from vasospasm. 
This is diagnosed when serum sodium is less 
than 135 mEq per liter. Serum osmolarity 
less than 280 mosmol per kilogram, urinary 
sodium greater than plasma osmolarity. 


Diabetes insipidus 


It is rare, urine output is more than 3 liters 
per day. This is diagnosed when the urine 
specific gravity is less than 1.005, urine osmo- 
larity between 50 and 150 mosmol/kg. Serum 
sodium normal. Treatment is aimed at main- 
taining accurate fluid balance. Fluid intake 
should consist of 5% dextrose solution vaso- 
pressin is given. 


Contracted blood volume 


It occurs following subarachnoid haemorr- 
hage. This may be due to bedrest, supine 
diuresis, pooling in peripheral vascular beds, 
negative nitrogen balance, iatrogenic blood 
loss. 


Increased intracranial pressure 


It occurs in massive haemorrhage immedi- 
ately and coma occurs later. This is treated 
by ventricular drainage. 


Antifibrinolytics 


Epsilon aminocaproic acid (EACA) and 
tranexamic acid are given to prevent the lysis 
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of the clot sealing the rupture in the aneurysm 
with the resultant rebleeding. EACA is given 
as continuous intravenous infusion 24 gram 
to 36 gram in 800 mi to 1000 ml of 5% dextrose 
every 24 hours. This is monitored by strepto- 
kinase clot - lysis time. Since the breakdown 
product of blood like catecholamines, sero- 
tonin, prostaglandins and peptides cause 
vascular spasm reserpine, kanamycin sulfate, 
aminophylline or isoproterenol have been 
used without definite benefit. Induced hyper- 
tension and blood volume expanders are used 


.to treat the vascular spasm. 


Treatment of A.V. malformation 


‘It depends on the location of the A.V. mal- 
formation and the condition of the patient. 
Surgical resection is ideal. If it is not possible, 
carotid or feeding vessel ligation, embolizat- 
ion with plastic beads to occlude the abnormal 
vessels are done. They relieve symptom but 
may not prevent haemorrhage. Galen - vein 
malformations, occurs in chiidren with the 
symptom of cyanosis and respiratory distress 
in neonates, seizures and hydrocephalus in 
infancy, haemorrhage and subarachnoid hae- 
morrhage in old children and adults. 


Course and prognosis 


In patients treated with bed rest alone, 
followed for 5 years, the cumulative mortality 


* * * 


was 50%, 30% of the patients had recurrent 
haemorrhage in first month especially between 
5th and 9th days. 7% of patients had recurrent 
haemorrhage between the 1st and 3rd month 
of haemorrhage. 1% rebleed between 3rd and 
6th month. The patients who survive had 1 
to 396 rebleeding between 6 months and 5 
years. The cause of death is suspected to be 
rebleeding in 30%. Progressive deterioration 
after the rupture was a cause of death in 8% 
of the patients. Prognosis was worse in old 
people, poor medical and neurological con- 
dition, middle cerebral artery aneurysm, high 
blood pressure, large aneurysm and diffuse 
vascular spasm. Patients with subarachnoid hae- 
morrhage with normal angiogram have a better 
prognosis than those with aneurysm. 


Mycotive aneurysm 


They usually develop in the branches if 
middle cerebral artery in the posterior limb 
of the lateral fissure. An infective embolus 
occluding a vessel causes local arteritis, weak- 
ening the wall leading to the development 
of aneurysm. Aneurysm are often multiple 
and may involve both middle cerebral artery. 
It is most common in drug addicts, and in 
patients with subacute bacterial endocarditis. 
Administration of antibiotics leads to regre- 
ssion of the aneurysm. 


* * * 


Do women have lower haemoglobin concentration than men and if so why? 


The mean normal reference value of haemoglobin is usually given as 135 9. for women and 
150 9. for men, thus indicating a sex difference of about 10%. There is some controversy about 
whether these differences are smaller after the menopause, but even in old age there seems to 


be a 5 - 7% difference between the sexes. 


The usual reason given for the difference is the influence of sex hormones on erythropoiesis, 
and tnere is good evidence that androgens enhance erythropoiesis whereas oestogens tend to 
inhibit it. Menstrual blood loss has also been incriminated but this may be discounted by the fact 
that the difference persists after the menopause. More over oral contraceptives, which arrest 
menstruation, do not as a rule influence the haemoglobin concentration. There is some evidence 
that women have a lower total red cell volume and higher intravascular plasma volume relative 
to their body build because of a greater proportion of body fat. Thus the lower haemoglobin 
concentration may to some extent be a dilutional effect as well. - S.M. Lewis. consultant haemoto- 


logist, London. 
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Dermatology in practice: Some aspects - 
Cutaneous tuberculosis: An overview 


Jayakar Thomas, Muthuswami T.C., 


Introduction 


Of all mycobacterial diseases, tuberculosis remains, by far, the 
commonest. Tuberculosis, caused by Mycobacterium tuberculosis, is 
no doubt a multisystem disorder that could affect the infected host from 
head to foot, not forgetting the single largest organ in the body - the 
skin. Reviews on various systemic tuberculosis have been appraised and 
reappraised, but cutaneous tuberculosis has been largely detailed by 
few. The reasons may be many, nevertheless the fact remains that cuta- 
neous tuberculosis has failed to attract the interest of non-dermatolo- 
gists, general practitioners and medical students. 


On the skin, tuberculosis presents itself in an astonishingly variety 
of clinical expression that have given an unweildy, overextended number 
of descriptive terms and bewildering classification. The potentiality of 
the skin to react in many different ways to a single disease agent is now- 
here, except in leprosy, better illustrated than in tuberculosis. Tuber- 
culosis of the skin may present clinically as plaques, ulcers, verrucous 
lesions, papillomatous tumours, vegetative nodules and cicatricial infilt- 
rates, depending on the host tissue reaction to the organism. This host 
tissue reaction or response, in turn, depends on the T-lymphocyte which 
is responsible for immunity and hypersensitivity. Immunity protects 
the normal individual from progressive infection, while hypersensitivity 
results in necrotic exudative lesions. 


Classification: 


In the absence of an entirely satisfactory 
classification, confusion in typing and nomen- 
clature has been inevitable. Systems of classi- 
fication based on morphological or immuno- 
logical distinction have been put forward but 
have been cherished as relics of the past. More 
recent classifications (Beyt, 1980 and Brown 
1982) are based on the mode of infection or 
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the immunological state of the host but they 
also, fail to satisfy completely because differ- 
ent routes of infection may sometimes lead 
to identical skin lesions and mycobacterial 
spread in comparable states of immunity may 
result in different forms of skin tuberculosis. 
We suggest an easy, comprehensive and 
scientific classification based on bacteriologi- 
cal, immunological and clinical profiles. (See 
table). 


Clinical features 


Primary tuberculous chancre: This represents 
the primary complex of tuberculosis of the 
skin (Michelson, 1935). Recognised and ela- 
borated in the early fifties (Miller 1953), the 
tuberculous chancre manifests initially as a 
small papule which later develops into a pain- 
less nonhealing ulcer. The edges are under- 
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. Table showing classification of cutaneous tuberculosis 





1. True progressive tuberculosis 


(Bacilli present) 
1. Primary Postinnoculation Tuberculous chancre 
2. Secondary (Lymphatic, syndrome 
haematogenous or contigous spread) 
1. Exogenous With good immunity Warty tuberculosis 
with poor immunity Orificial tuberculosis 
ii. Endogenous with good immunity Lupus vulgaris 
with modorate immunity Gummatous tuberculosis 
Scrofuloderma 
with poor immunity Miliary tuberculosis 


II. Reactive eruptive tuberculosis 
(Bacilli absent) 
1. Tuberculids 


. 2. Facultative tuberculids 
(Multifactorial syndromes) 


mined and ragged. Regional lymphadeno- 
pathy develop$ as enlarged, hard and painless 
glands which rarely breakdown. 


Warty tuberculosis: This is a verrucous form 
of cutaneous tuberculosis occuring in pre- 
viously infected and sensitized individuals 
due to exogenous reinfection. In low socio- 
economic environments, children become 
infected by playing and sitting on ground 
contaminated with . tuberculous sputum 
(Wong, 1968). It occurs usually on the hands, 
feet and buttocks. The lesion starts as a papule 
and becomes hyperkeratotic and warty, often 
being mistaken for a viral wart. Hence the 
synonym ‘tuberculosis verrucosa cutis’. The 
surrounding skin is pigmented and licheni- 
fied. The surface of the lesions may show 
deep clefts and fissures, leading to secondary 
bacterial infection, oozing and regional lym- 
phadenopathy (Mitchell, 1954). 


Orificial tuberculosis:- It is also knwon as 
‘tuberculosis ulcerosa cutis et mucosae’ 
because of involvement of the skin and mucous 
membrane (Bryant, 1939). Yellowish or 
reddish papulonodules and ulcers appear in 
and around the mouth, anus and genitals. 
Lesions may be single or multiple showing 
tenderness out of proportion to the size of 
the ulcer. 
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Papulonecrotic tuberculid 
Lichen scrofulosorum 
Erythema induratum 
Erythema nodosum 


Lupus vulgaris:- An extremely progressive 
and chronic form of tuberculosis of the skin, 
it occurs in individuals with a high degree of 
immunity (Horwitz, 1959). The lesions are 
usually solitary but disseminated forms are 
often seen. They present as papules, nodules, 
plaques, ulcers, tumors or vegetative forms. 
The classical feature is the tendency of the 
lesions to heal at one and while progressing at 
the other. Mucosal lupus vulgaris is also seen 
(Bryant, 1939). Healing occurs with severe 
scarring. 


Gummatous tuberculosis:- This presents as 
abscesses which are fluctuant and usually 
nontender, arising singly or in multiples on 
the trunk, extremities or head. Coalescence 
of lesions may result in breaking down forming 
fistulas and ulcers (Munt, 1971). 


Scrofuloderma:- This describes a subcutaneous 
process originating from tuberculosis beneath 
the skin - lymph node, bone or joint. The 
severitv of pathological necrosis gives it the 
name ‘tuberculosis colliquativa cutis’. The 
axillas and groins are common sites, while 
occurence on neck and trunk are not un- 
common. Ulcers and sinuses with serious, 
purulent or serosanguinous discharge are the 
diagnostic features (Michelson, 1924). 
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Miliary tuberculosis:- Disseminate minute 
erythematous macules, papules or purpuric 
lesions are seen over all parts of the body. 
It does not occur in adults (Schermer, 1969). 
Patients are usually very ill. 


Tuberculids:- This term is used to denote 


recurrent and disseminated skin eruptions 
which show spontaneous involution. They 
are reaction patterns to tuberculosis else- 
where in the body. The facultative tuber- 
culids are multifactorial syndromes wherein 
tuberculosis could be one. Papules with central 
necrotic areas are suggestive of papulone- 
crotic tuberculids (Irgang, 1943). Grouped 
soft pinhead sized papules confined to the 
trunk is diagnostic of lichen scrofulosorum 
(Graham Brown, 1980). 


Diagnosis: 


Lack of awareness, resemblance to other 
„mycobacterial disease and paucity of bacilli 
in the skin lesions are some of the causes for 
missing the diagnosis of cutaneous tuber- 
culosis (Wolff and Tappeiner, 1987). Certain 
diagnostic criteria have been postulated by 
Wilkinson (1984), which however are not 
without loopholes. We suggest that the pre- 
sence of one absolute criterion or any four 
relative criteria, as listed below, could 
reasonably confirm a diagnosis of cutaneous 
tuberculosis. 


Absolute criteria: 


i. Bacterial positivity in smear studies from 
skin lesions. 


ii. Successful guinea pig innoculation 


iii. Positive bacterial growth in suitable culture 
medium. 


Relative criteria: 


i. Clinically classical morphology of skin 
lesion. 


ii. Raised erythrocyte sedimentation rate 


iii. Proof of active or healed tuberculosis 
elsewhere in the body. 

iv. Histopathology showing 
granuloma in skin biopsy. 

v. Positive Mantoux test. 


tuberculoid 


vi. Favourable response to antituberculous 
drugs. 


Treatment: 


The treatment of any form of tuberculosis 
is that of tuberculous patient. This includes a 
careful search for a primary focus, the main- 
tenance 'or improvement of the patient's 
general health and nutrition and the epidimio- 
logical aspects of source of infection. Inter- 
current or coexisting infection must be treated 
and diseases such as diabetes brought under 
control. 


Multidrug therapy should be instituted 
in three phases, namely, 


i. Initial phase - 2 months 
ii. Continuation phase - 6 months 
iii. Maintenance phase - 12 months 


summing to a total period of 20 months. The 
initial phase consists of Rifampicin 450/600 mg. 
daily with Ethambutol 600/800 mg. daily 
and Isoniazid 300 mg. daily. The continuation 
phase comprises of ethambutol and isoniazid 
in doses mentioned above. Maintenance treat- 
ment is continued with Isoniazid 300 mg. 
daily. 
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* + * * * * 
Words 


Words are the building blocks of language whereby one person conveys information 
to another. This is true, or should be, for scientific writing. In the wider context of lanquage, 
however, this definition is naive. Tallyrand the eighteenth century French statesman who 
always knew when to switch to the winning side, is credited with the remark, "Speech 
was given to man to disguise his thoughts”. A person may imply by omission or by obliquity 
in his choice of words what he does not wish to say plainly. This aspect of word usage 
reaches its height in the diplomatic service. It also reaches a high level of sophistication 
in the writing of testimonials and obituaries. | shall give few examples. 


The recipient of a testimonial wants to know whether the applicant carried out his 
duties satisfactorily, whether he was hard working, keen, and able (and keenness and 
ability by no means correlate) whether he was reliable and loyal, knowledgeable and 
intelligent. With “Open” testimonials that is, open to the applicant and usually handed 
to him adverse features of his past performance and of his character are conveyed by 
their omission from the foregoing list. Some knowledge of the writer may be desirable. 
It is said that the late Professor Gask, of the London Hospital, was in the habit of 
writing, "Dr. Smith was my house surgeon from January to June this year”. Just that and 
he implied that the mere fact of the appointment was in itself the highest recommendation. 
The openly hostile states that "the applicant carried out all his duties to his own satis- 
faction. Most of us prefer a touch of the devious, thus: “He came to us with a distinguished 
record from Oxbridge. During the six months he had every opportunity of learning from 
experience". If the testimonial is an open one the writer may be able to count on an 
applicant's ignorance of nautical idiom, thus if you can find him a berth make it a wide one". 
Here are some others. “He was always trying very hard, very trying. Miss Jones was the 
perfect colleague to have at hand in a tight corner". Of the house physician who could 
never be found when wanted: In an emergency Dr. Brown would always go for beyond 
the call of duty. Whoever succeeds in getting Dr. Greene to work for him will indeed be 
fortunate. 


Obituaries have much in common with testimonials. When writing the truth about a 
departed colleague it may be necessary to convey the truth according to an acceptable 
code. Here are some examples: 


"A perfectionalist" means an obsessional neurotic. 

"Plainspoken" means offensive. 

"Not easy to know” means paranoid. 

"He enjoyed life to the full" means that he was frequently drunk. 


“Some what remote” may mean that he was almost always away. 


"So popular that patients would wait six months for an out-patient appointment” 
means that he did his best to encourage private practice - B.J. FREEDMAN. 


(BMJ Vol 298 Jan 89) 
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Newer Horizons in Medicine: 
Immunogenetics for the general practitioners. 


Subramaniam Ramakrishnan, Radha Madhavan, 


Chandrasekaran. A.N. 


The marriage between immunology and 
genetics had given birth to an offspring, chris- 
tened Immunogenetics which had accelerated 
milestones and today has become an indis- 
pensable person in this present era of organ 
transplantation. In addition to its pivotal role 
in organ transplantation, the immunogenetic 
system has its own role in paternity testing, 
disease association and predicting drug toxi- 
city in patients. It is desirable that the general 
practitioners have a basic idea of immuno- 
genetics. 


Immunogenetics in man iş represented 
by the HLA system or Human Leukocyte 
Antigen system. The HLA system has two 
components. They are 1) The genes which are 
present in the chromosomes encoding the 
synthesis of 2) The HLA antigens which are 
present on the surface of cells in the body. 


Major histocompatibility complex 


The genes which code for the synthesis 
of HLA antigens are situated in the short arm 
of sixth chromosome in man and this area in 
the chromosome is designated as the Major 
histocompatibility complex. (Fig. 1) 


HLA Antigens 


The HLA antigens are glycoproteins which 
have a wide distribution in the human body. 
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Fig. 1 
The HLA antigens are divided into Class I, 
Class П and Class HI antigens based on their 
basic structure, tissue distribution, functional 
role and disease association. 


Class I HLA Antigens 


Class I antigens are expressed on the sur- 
face of all nucleated cells. Class I Antigens 
comprise of HLA A, B and C antigens. Class 
I antigens having a wide distribution play a 
main role in the efferent limb of the immune 
response where an offending antigen is dis- 
posed off by the immune system (e.g. killing 
of virus infected cells) The gene loci for Class 
I antigen are designated as HLA A, B and C 
loci on the sixth chromosome. 


Class II HLA Antigens 


Class II antigens have a restricted distri- 
bution. They are expressed only on the surface 
of B Lymphocytes, activated T Lymphocytes 
and the antigen presenting cells (Macrophages). 
Class II antigens comprise HLA D, DR, DQ 
and DP antigens. Since Class II antigens are 
present on the antigen presenting cells (Macro- 
phage) they play a main role in the afferent 
limb of the immune response where the anti- 
gen (animate or inanimate) is identified by 
the macrophage and subsequently presented 
to an immunocompetent lymphocyte for fur- 
ther action. The locus in the sixth chromo- 
some which codes for Class II antigen syn- 
thesis is called HLA D locus which is further 
subdivided into four sub regions called DP, 
DQ, DR and DS regions. 
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Class III HLA Antigens 


Unlike class I and class П antigens, which 
are present on the cells, class III antigens are 
present only in the extra cellular compartment. 
Class II antigens are complement components 
C5, C, and factor B. C}, & C, take part in 
classical pathway of complement activation 
while factor B initiates alternate pathway of 
complement activation. (Fig. 2) 


Fig.2. COMPLEMENT CASCADE 
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Fig. 2 
Functions of the HLA system 


1. Class П antigens are necessary for “linked” 
recognition of an antigen presented by the 


antigen presenting cell to an immuno- 
competent T lymphocyte. 


2. Class I antigens guide cytotoxic T lympho- 
cytes to their target pathogens especially 
virus infected cells. 


3. HLA system "guides" T cells so that the 
immune system can deal appropriately 
with an antigen (animate or inanimate). 


4. Class HI antigens (viz) complement com- 
ponents C5, C, and factor B participate in 
complement activation. Activation of 
complement pathway invariably ampli- 
fies the magnitude of the immune response 
to an antigen. 


Thus the HLA system helps to identify 
self from non self and also guides the immune 
response in the right direction and magnitude. 
These functions of the HLA system are collect- 
ively termed “MHC Restruction” of the 
immune response. (Edward S. Golub 1987). 


HLA system and Medicine-Clinical usefulness. 
1. Organ Transplantation: 


The success of organ transplantation like 
renal, bone marrow etc. is mainly related to 
matching of the donor and recipient's two 
genetic systems viz. the HLA system and ABO 
blood group. The success rate of a transplant- 
ation coincides with the degree of matching 
of HLA antigens between the donor and reci- 
pient (Edward S. Golub 1987). 


2. Paternity Testing: 


The inheritance of the HLA system obeys 
the Mendelien law; the offspring inheriting 
one set of antigens of a locus from each parent. 
HLA typing has now reached the court rooms 
as an important acceptable method in the 
paternity claim testing (Bias W B 1986). 


3. HLA Antigens and disease association: 


Research has proved beyond doubt that 
individuals bearing a particular HLA antigen 
run the risk of susceptibility to develop a speci- 
fic disease. HLA typing of an individual may 
help to identify a genetic marker which confers 
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on him the risk of developing a particular 
disease. Examples of this are: people who are 
HLA B»; positive run the risk of developing 
Ankylosing Spondylitis and the association 
between Rheumatoid Arthritis and HLA DR, 
which have been well established. 


Known HLA Antigen and their 


Disease-Association 
Disease Associated 
HLA Antigen 

Ankylosing Spondylitis .. Bay 
Rheumatoid Arthritis чы». om 

. Reiter'sSyndrome .. Вәт 
Insulin Dependant 
Diabetes Mellitus DR, DR, 
Grave’s Disease DR3, Dg 
Addison’s Disease .. DR4, Bg 
Chronic Active Hepatitis |. DR, 
Myasthenia Gravis .. Bg 
Multiple Sclerosis BW>, 


Good Pasture’s Syndrome .. DR, 


4. HLA system predicting drug toxicity: 


The development of side effects of certain 
drugs in some patients was found to have 
certain strong HLA association. They are: 


a. Nephrotoxicity with Gold in Rheumatoid 
Arthnitis patients has been found to occur 
more in patients who are HLA DR posi- 
tive (Ford PM 1984). 


b. The dermatological side effects of levami- 
sole, an immunostimulant are seen to occur 
more in patients who are HLA B»; positive 
(Robert F. Willkens. 1985). 


2: Hydralazine induced systemic lupus is 
found to occur more in people who are 
HLA DRipositive (Bachelor JR, 1980). 


Hence HLA typing of an individual may 
help us to identify the patient who is at risk in 
developing side effect with a particular drug. 


5. HLA system predicting course of a disease 


Certain HLA antigens have been associ- 
ated with outcome in the course of a disease. 


Examples are: 


a. Rheumatoid Arthritis patients who are 
HLA ОК; or DR, positive have been found 
to have worse outcome in contrast to those 
who are HLA ОК, positive who have a 
better outcome in their disease course 
(F Mckenna 1988). 


b. Juvenile Rheumatoid Arthritis patients 
who are HLA B»; positive have greater 
risk of evolving into Juvenile Ankylosing 
Spondylitis (Edmunds, J, 1974). 


Conclusion: 


The immunogenetic system which is repre- 
sented by the HLA antigens controls the 
direction and magnitude of the immune res- 
ponse; helps to identify self from non self and 
also plays a role in the genetic susceptibility 
to develop certain diseases and toxicity to 
certain drugs. A basic knowledge of the HLA 
system would go a long way in helping the 
general practitioner to understand certain 
disease patterns. x 
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Omeprazole inhibits gastric acid secretion by inhibiting the action of the proton pump, 
hydrogen-potassium adenosine triphosphatase, which exchanges gastric lumenal 
potassium ions for cellular hydrogen ions. As the ulcers invariably relapse when the 
treatment is stopped indefinite treatment with this drug becomes necessary-therein lies 
the difficulty. 


The achlorhydria induced by omeprazole stimulates secretion of gastrin by the G cells 
in the gastric antrum. The main circulating froms of the hormone contain either 34 amino 
acid residues (big gastrin) or 17 residues (little gastrin). Increased gastrin concentrations 
(fasting normal 40 pmol/l) also occur in pernicious anaemia and after vagotomy and 
high concentrations in Zollinger-Ellison syndrome (gastrinoma). Moderate hypergastri- 
naemia occurs in renal failure owing to reduced renal clearance. 


Hypergastrinaemia in rats has a trophic effect on fundic mucosal enterochromaffin 
like cells (ECL celis). Toxicological studies on rats given omeprazole continuously for long 
periods showed development of hyperplasia and neoplasia (carcinoids) of these cells, 
which was most prevalent in female rats. Other powerful inhibitors of gastric acid secretion 
also cause carcinoids (loxtidine) or hyperplasia of enterochromaffin like cells (ranitidine). 
Apart from concern about development of carcinoids the increased risk of gastric carcinoma 
in achlorhydric states such as pernicious anaemia and after partial gastrectromy is well 
recognised. 


(BMJ Vol. 298 11 Feb '89) 


* * * * * * 


A young woman with a husband of similar age has had her first baby and it has 
Down's sydrome. What are the risks of similar outcome to her next pregnancy? 


The first step is to establish the chromosome pattern of the baby with Down's 
syndrome. If the child has trisomy 21, which is the karyotype found in over 95% of all 
children with Down's syndrome, the risk of a similar outcome in her next pregnancy is low. 
Two studies have shown a risk of the order of 1 - 2% of Down's syndrome occuring in 
subsequent children born to mothers who first bore a Down's syndrome baby when young. 
Above a maternal age of 40 the risk depends on the maternal age alone. 


If the karyotype of the ообу shows that it has translocation Down's syndrome, the | 
additional chromosome 21 is attached to another chromosome, Blood from both parents 
should be analysed to see if either is a translocation carrier. Rarely, a parent is found to 
have both number 21s joined together, and in this unfortunate event all off-springs will 
have Down's syndrome. If, however, one chromosome (commonly chromosome 14), is 
involved, the observed risk for a woman with this type of translocation having a chromo- 
somally unbalanced offspring is 10 - 15% and for a man it is 2 - 3%. 


Parents of all children with Down's syndrome can benefit from genetic counselling, and 
this is strongly recommended when either parent is a translocation carrier. 


(ВМЈ Vol. 297 Nov. 88) 
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A Comparison of pulmonary function tests after 
oral administration of bronchodilators 


"Раі Dhungat 


Introduction 


It has been always a dilemma regarding as to which drug is to be given 
first when an asthmatic patient presents with an episode of acute bron- 
choconstriction. The drug given should have a rapid onset and longer 
duration of action, but at the same time it should be free from side 


effects. 


Salbutamo! and aminophylline had been used for long time to control 
the acute episode of bronchial asthma. We had conducted a double 
blind drug trial and tried to compare the efficacy of orally administered 
aminophylline (100 mg.), Salbutamol (2 mg.) and a combination of 
aminophylline (100 mg) and Salbutamol (2 mg) as regards to clinical 


status and pulmonary functions. 


Materials and Methods 


We selected 26 patients known ‘to have 
episodes of reversible bronchoconstriction 
who were less than 40 years of age. Basal 
investigations such as CBC, ESR, routine 
stool and urine examinations, blood bio- 
chemistry (BSF, BUN, S.Crtn., S.Elect., 
S.Ca.), X-ray chest and E.C.G. were done 
in all the subjects. 


Patients were asked to stop all the medi- 
cations one day prior to the drug trial. Patients 
were called on three separate days at 9.00 a.m. 
after taking usual breakfast. Basal PFT study 
was done and then they were given the test 
drug. Neither the patients nor the attending 
doctor and technician knew the identity of the 
drug. PFT was done again at half, one two, 
four and six hours after giving the drug. In the 
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PFT, main attention was given to changes in 
Forced Vital Capacity (FVC), Forced Expi- 
ratory Volume in one second (FEV,), Peak 
Expiratory Flow rate (PEF) and Maximal 
Mid-Expiratory Flow rate (MMEFR). 


Patients were clinically monitored for 
changes in pulse rate and blood pressure, 
tremors and rhonchi. 


We compared the percentage change in 
FVC, FEV,, PEF and MMEFR. 


Results 
Table I - % Change in FVC 


Aminophylline 
Interval Salbutamol + Aminophylline 
Salbutamol 
Halfhour 4.76+ 18.21 9.85 + 22.30* 6.464 11.45 
One hour 9.23 + 27.66 15.37 + 27.69 * 10.53 + 19.42 
Twohours 12.84 + 25,75 19.12 + 22.95 14.34 € 20.91 


Fourhours 14.97 + 28.41 19.46 + 33.27 * 15.29 + 30.58 


Bombay - 400 008. Six hours 9.87 + 23.01 14.90 + 30.24 15.88 + 35.62 
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Table II - % Change in FEV, 








Aminophylline 
Interval Salbutamol t Aminophylline 
SalButamol 
Halfhour 5.61 + 17.92 13.23 + 20.95 1013+ 14.65 
Onehour 11.85 + 25.73 22.99 + 32.70 * 16.41 + 21.56 
Twohours 18.13 + 27.94 31.00 + 29.56 21.18 + 28.44 
Fourhours 22.10 + 27.30 38.57 + 44.40 26.81 + 36.98 


Sixhours 13.63 + 23.30 28.18 + 36.54 28.23 + 44.90 





+Р < ().01 


Table Ш - % Change in PEF 


! Aminophylline 
Interval 





Salbutamol t Aminophylline 
Salbutamol 
Half hour 5.94 + 13.36 13.18 + 16.29 6.28 + 11.00 
Onehour 12.62 + 20.45 26.60 + 25.37 * 12.47 + 15.10 
Twohours 21.19 + 29.5 30.40 + 26.25 16.48 + 22.22 
Fourhours 32.72 + 40.41 37.75 + 29.72 * 19.81 + 26.26 
Sixhours 19.74 + 35.51 27.66+ 25.96 16.76+ 29.14 
* Р < 0.01 


Table IV - % Change in MMEFR 








Aminophylline 
Interval Salbutamol + Aminophylline 
Salbutamol 
Halfhour 15.85 + 37.95 31.89 + 56.79 11.78 + 43.02 
Onehour 16.41 + 30.81 47.44 + 57.68 25.00 + 44.81 
Twohours 33.71: 36.44 83.25 +98.82 39.81 + 57.34 


34.99 + 36.86 62.20 + 71.89 51.26+ 117.79 
25.83 + 45.02 57.33 + 65.45 55.07 + 131.69 


Four hours 
Six hours 


Discussion 

Aminophylline ad Salbutannol are the most 
commonly used drugs in the management of 
bronchial asthma. Both the compounds appear 
to raise the intracellular concentration of cyclic 
AMP, acting by different pathways!. Whereas 
Salbutamol activates the enzyme adenyl 
cyclase, aminophylline inhibits enzyme phos- 
phodiesterase, leading to increase in the intra- 
cellular cyclic AMP levels. 


With orally administered single dose of 
both the drugs the action on bronchial smooth 
muscles persists for 4 to 6 hours. 


The commonly seen side-effects with these 
drugs are tremors, tachycardia and rise in 
blood pressure. 


Various studies done earlier have shown 
that combination of Salbutamol and amino- 
phylline produce maximum bronchodilatation 
and increase duration of action?’***. The com- 
bination of the drug even prevents the exer- 
cise-induced asthma more effectively than 
the individual drug given alone?. It has also 
been shown that combination of Salbutamol 
and aminophylline allows for use of smaller 
dosage producing the same effect and thus, 
reduces the side effects$:7:8. 


Hence, we tried to see if these two drugs 
which have different modes of action given 
together can give a better result clinically and 
spirometrically. 


In our study, we have found that the com- 
bination of the two drugs had a statistically 
significant increase in FVC at half and one 
hour (Table-I), as compared to when the drugs 
were given alone (P<0.01). FEV, was also 
significantly increased at one hour (Table IT) 
with the combination of the drugs than each 
given alone (P« 0.01). At one and four hours 
the PEF (Table-III) was significantly higher 
in the combination group (P<0.01), though 
MMEFR change was not significant. 


Thus an early increase in FVC and FEV, 
denote the rapidity of onset of action when 
the combination of drugs was given as com- 
pared to the drugs given alone. Even the durat- 
ion of beneficial effect of the drugs given alone 
was more, as suggested by PEF which was high 
at one and four hours. 


None of the patients showed any signifi- 
cant side effects such as tachycardia, rise in 
blood pressure or tremors. 


Thus, we conclude that the combination 
of aminophylline and Salbutamol has rapid 
onset and longer duration of action and is free 
from any significant side effects. 
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* * * * * * 


Is there any risk in administering the measles, mumps, and rubella (ММА) vaccine to 
children who have already been immunised against measles? 


As far as | know there is no research that has specifically looked at this question, but 
there are studies that throw some light on it. Severe local reactions were reported in nine 
recipients of live measles vaccine. Six of them had previously received killed measles 
vaccine, and this was found to be a significant association. 


Many studies have looked at the effect on antibody levels of reimmunising children 
who first received live measles virus vaccine when under 1 year old. Most make little or 
no mention of adverse reactions. One study found that children being reimmunised were 
less likely to develop a fever and more likely to hove a rash than children receiving vacccine 
for the first time. The latter difference did not reach statistical significance. 


There is small incidence of vaccine failure after measles immunisation, and a second 
dose, given as MMR vaccine, may produce immunity in some children not otherwise 
protected. All the evidence so far points to the safety of giving MMR vaccine after previous 


vaccination with live measles virus vaccine as currently used. 
(B.MJ. Vol. 298 14 Jan '89) 
* * * * * * 


What is the significance of a positive Venereal Disease Research Laboratory (VDRO 
test in an elderly confused patient, and how should the test be interpreted before 
starting treatment for neurosyphilis? 


Nerosyphilis in an elderly patient may cause a confusional state as a result of menin- 
govascular lesions or the dementia or psychosis of "general paralysis”. The diagnosis - 
depends on identifying the presence of one of two types of antibodies, either non- 
specific (reagin) antibody for example, the VDAL slide test or specific treponemal anti- 
bodies, which are mostly commonly identified by fluorescent treponomol antibody absorp- 
tion or Treponema pallidum imobilisation tests. The latter are positive in practically every 
instance of neurosuphilis, ond if there is doubt one of these tests should be performed. 
The VDAL test is less specific when blood is tested, but if cerebrospinal fluid shows a 
positive result it is virtually diagnostic. Active infection in the cerebrospinal fluid is usually 
shown by pleocytosis and raised concentrations of proteins. 


For practical purposes a positive result of VDRL testing of cerebrospinal fluid is dia- 
gnostic of neurosyphilis as are positive results of fiuorescent treponomal antibody or 
Treponeam pallidum immobilisation tests on blood or cerebrospinal fluid. Current treatment 
Is aqueous benzylpenicillin 12-24 million units given intravenously once a day for 10-14 
days or aqueous procaine penicillin 2.4 million units given intramuscularly daily accompa- 
nied by oral probenecid 500 mg. four times a day for 14 days. 


Follow up examinations of the cerebrospinal fluid should be done at three months, 
six months, one year and two years. - JMS Pearce, Consultant neurologist, Hull. 
| (BMJ Vol. 298 14 Jan ' 89) 
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Clinical evaluation of single daily dose 
gentamicin therapy in management of pediatric 


urinary tract infection 
Avinash Shankar 


Abstract 


The efficacy and safety of Gentamicin single daily dose administ- 
ration were compared to those of twice, daily and thrice daily admini- 
stration of the same daily dose ie. 6mg/Kg/24 hrs for a period of 7 days 
in 200 children with recurrent Urinary tract infection. Complete reso- 
lution of sign and symptoms and bacteriologic elimination were achieved 
in 96% of patient. No local or systemic adverse effects were reported. 
In short single daily dose administration of Gentamicin is convenient, 
safe and provides better clinical and microbiological response than other 


conventional schedules. 
Introduction: 


Urinary tract infection is one of the com- 
monest diseases in pediatric practice present- 
ing as:- recurrent fever & chills and/or rigor, 
frequency of micturation, dysuria, nocturia 
and costovertebral tenderness or pain. 


Due to nonavailability of culture & sen- 
sitivity facility at rural level, the usage of anti- 
microbials in subtherapeutic dosage and 
inadequate duration of therapy leads to resi- 
stance to commonly employed urinary agents 
such as ampicillin, cephalosporin, chloram- 
phenicol, co-trimoxazole, hexamine mande- 
late, nalidixic acid, and nitrofurantoins. 


This leaves Gentamicin as a sure first 
line antibiotic for the management of urinary 
tract infection. 
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Conventionally Gentamicin is used every 
8 hours in pediatric patients. However 8 hourly 
or even 12 hourly administration of an inject- 
ion is inconvienient and cumbersome in rural 
practice. Repeated pricks every day tends to 
scare the child & thus may lead to disconti- 
nuation of therapy. 


A single daily dose therapy with Genta- 
micin injection appears to be a better alter- 
native. A number of studies have confirmed 
the efficacy and safety of a single daily dose 
in adult urinary tract infection. (1-4.) However 
no such studies has ever been done in pediatric 
UTI. Hence a comparative study employing 
Gentamicin as 8 hourly 12 hourly and 24 hourly 
administration in pediatric UTI was under- 
taken at pediatric department of RA. Hospital 
and research centre, Warisali Ganj (Nawada) 
Bihar to determine the usefulness of the single 
daily dose regimen. 


Material and method 
Patient Selection 


Enrolled for study were 200 children bet- 
ween 5 years to 15 years of age with established 
UTI but having normal renal function judged 
by serum creatinine 1.5 mg/dl. The patients 
were required to have pretherapy urine culture 
with atleast 10? micro-organism/ml. 
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The patients were divided into 3 groups: 


Group “A” - 100 children on a single daily 
dose. 

Group"B"- 50children on 12 hourly dose 

Group “С” - 50 chi'ren on 8 hourly dose 
scuedule. 


Dose and administration. 


Gentamicin was given in daily dose of 
6mg/kg/24 hours as a single, two or three equal 
divided dose in the three groups of patients 
for 7 days. 


Clinical and bacteriological response: 


The presence of signs & symptoms of 
infection including fever, rigors, chills, dysuria, 
nocturia, frequency of micturition and costo- 
vertebral tenderness were assesed prior to 
therapy atleast once every three days during 
therapy and post therapy ,at the compietion 
of treatment & one week later. In addition 
clinical response was graded as: 


1. Complete resolution of signs and symptoms. 
2. Improvement of signs & symptoms or 


3. Failure ie. persistance or insignificant 
improvement in signs & symptoms after 
72 hours of therapy. 


Bacteriologic response was evaluated on 
the basis of culture obtained prior to and one 
week following completion of therapy. Addit- 
ional urine culture was obtained 1 month after 
that. 


Bacteriologic response included: 


1. Elimination: Abscence of causative micro- 
organism or less than 10? micro organism/ml 


upon culture one week post therapy. 

2. Recurrence: Reappearance of the same 
micro-organism at the follow-up culture 
one month post therapy. 

3. Persistance: Presence of 10? causative 
organism/ml upon culture one week post 
therapy. 


Susceptibility of all pathogens to Genta- 
micin and other antimicrobials was obtained 


by Kirby-Bauer methods of disc suceptibility 
testing. 


Evaluation of safety and tolerance 


Patients were observed carefully for therapy 
related side effects through out the study. Also 
each patient (with the help of his/her parent) 
recorded daily on a symptom checklist the 
presence or absence of headache, dizziness, 
giddiness, light headedness and ringing, buzz- 
ing, fullness, or pressure in the ear. Patients 
were also examined for the presence of Rhom- 
berg's sign & nystagmus for evaluating vesti- 
bular function. 


Laboratory test 


A complete haemogram and test for renal 
function were performed prior to and immedi- 
ately upon completion of therapy. 


Results 


There were 136 males and 64 females. АП 
were included in evaluation for efficacy, safety 
and tolerance. Patient characteristics are 
shown in Tabie 1. 








Table I 
Patient characteristics. 
Particulars Gr. "A" Gr."B" Gr. "C" 

Male Female Male Female Male Female 
Number of pts. (7 BR: 8. 3 0 
Mean age in yrs. 6.95 68 77 7.83 629 625 
Body weight (in Kg.) 
Range 1436 13-35 1538 16-37 13-34 14-36 
Меап 19.85 19.71 21.95 22.09 18.88 19.19 


Prior to entry into this study all the 
children had received irregular treatment 
with an antimicrobial like, Cephalosporin, 
co-trimoxazole, Gentamicin, hexamine 
mandelate, nalidixic acid ог nitrofuran- 
toins. The duration of such treatment was 
between 10 days to 3 months. One orga- 
nism was isolated from each patient 
(Table-II). All the causative pathogens 
were sensitive to Gentamicin. 
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Table II 
Bacteriologic profile 
Causative pathogens Number Percent 

Escherichia coli 99 49.5 
Klebseilla pneumoniae 46 23.0 
Proteus, indole positive 25 m 
Pseudomonas aeruginosa 16 8.0 
Streptococcus faecalis 09 4.5 
Staphylococcus aureus 05 2.5 

Total 200 100.0 


In patient on single daily dose therapy 
complete resolution of signs & symptoms was 
observed in 96%, improvement in 3% and 
failure in 1%. This was essentially better to 
the clinical response obsérved in other two 
groups, namely twice daily or thrice daily 
gentamicin administration. (Table Ш). Symp- 
tomatic improvement was noted in 85% pati- 
ents within 24 hours & microbiological cure 
within 36 hours in 90% in patients on single 
daily dose Gentamicin therapy. — 


Table Ш 
Clinical Outcome 

Type of Number (percent) cases in 

response Gr."A" Gr.“B”  Gr.*C" 
Complete 96(96%) 44(88%) 45(90%) 
resolution 
Improvement 3(03%) 3(6%) 3(6%) 
Failure 1(01%) 3(6%)  2(4%) 


The Bacteriologic сиге гап paripasu with 
the clinical response. 


Repeat culture at four weeks post therapy 
demonstrated that there was not a single 
instance of recurrence in any of the patients 
who had earlier achieved bacteriologic elimi- 
nation after single daily, twice daily or thrice 
daily administration of Gentamicin. 


Systemic and local tolerance to Gentamicin 
administration once, twice or thrice daily were 
excellent. Renal function remained normal 
throughout the study in all the 200 pts. as 
reflected by serial measurements of serum 
creatinine concentration. Further more post 
therapy urinalysis did not reveal presence of 
casts in any patients. No evidence of vesti- 
bular or auditory toxicity was observed clini- 
cally in any patient. Also there were no iocal 
adverse reaction. 


Discussions 


Once daily administration of Gentamicin 
in a dose of 6mg/Kg. body weight was highly 
effective in management of recurrent urinary 
tract infection in children. The results ob- 
tained were better than other conventional 
dose scheduie 8 nourly or 12 hourly. Comp- 
lete resolution of signs & symptoms as well 
as elimination of causative pathogens were 
both achieved in 96% cases. Single daily dose 
of Gentamicin produces more serum & urinary 
concentration in patient with normal renal 
function as compared to 8 hourly or 12 hourly 
dose oí Gentamicin, as serum & urinary con- 
centration depends on size of the dose, ie. 
0.4 mg/Kg dose of Gentamicin produces 1.5 
ug-3ug/ml after 1 hour of administration & 
30% of Gentamicin is bound to plasma pro- 
tein. Gentamicin in concentration of 0.5 ug 
to 5ug. is bacteriocidal for Esch. Coli, Staphy- 
lococci and even for Pseudomones, Proteus 


and Serratia 9. 


Gentamicin in single dose produce much 
more concentration in blood and urine within 
short duration, hence no relapse or persist- 
ance is noted. 


Hence this regimen ensure much better 
compliance on the part of the patient, con- 
venience for the physician with equal safety of 
the conventional regimen. 





Table IV 

Bacteriologic Outcome. 
Type of Number (percent) cases in 
response От.“А” Gr."B" Gr."C" 
Elimination 96(96%) 44(88%) 45 (90%) 
Recurrence 3(03%) 4(08%) 3(06%) 
Persistance 1(01%) 2(04%) 2(04%) 
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Conclusions 


A single daily administration of Genta- 
micin is safe & effective in the management 
of recurrent UTIs in children as per the dosage 
employed in the present study. 
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* * * * * * 
Oral charcoal in salicylate poisoning 


Forced alkaline diuresis to enhance the elimination of salicylates has a significant 
morbidity and even mortality, unless carried out in an intensive care area by experienced 
staff. Alkalinisation of the urine alone is thought to be more effective and is probably 
sofer. It entails giving a bolus of intravenous sodium bicarbonate - for example, 50-100 ml. 
of a 1.2% solution - repeoted in the light of frequent - for exomple, every 15 minutes - 
measurements of urinary pH (the patient should be catheterised). Rim for a pH of about 8. 


Seek expert help. 


Repeated oral doses of activated charcoal are an alternative and much sofer means 
of enhancing the elimination of salicylates. Give charcoal by nasogastric tube. The optimum 
dose of activated charcoal has not been established with certainty, but a reasonable 
regimen is 50-100 g. activated charcoal on admission or after gastric lavage, followed 
by 50 g. every four hours until recovery or plasma drug concentrations have fallen to safe 
values. 


If neither activated charcoal nor alkaline diuresis is practicable haemodialysis or 
charcoal haemoperfusion is an effective means of removing salicylate from the circulation 
and is indicated particularly if the plasma salicylate concentration exceeds 1 9/[. 


(ВМЈ Vol. 298, 25 Feb. '89) 
* * * * * * 
Artificial blood 


Artificial blood is per-flurocarbon (FLUOSOL) and is effective as an oxygen - carrying 
substance. It is effective for only 72 hours, but blood typing is unnecessary, it can be 
stored at room temperature for up to three years and is inexpensive. Its primary use is 
for individuals who refuse blood on religious grounds (Jehovah's Witness) also under 
emergency conditions when blood is not available (ambulance, emergency room, military 
battlefield) when rare blood types are not available, when antibodies interfere with 
crossmatching and for carbon monoxide poisoning. 


(Hawaii Medical Jovaal Vol 47, Oct '88) 
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EMBARASSMENT IS ONLY 
PART OF THE PROBLEM 


IBS attacks are followed by flatulence, 
abdominal distension, altered bowel and pain. 
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SUMMARY OF PRESCRIBING INFORMATION 
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Economical 

Because of the wide variation in the clinical picture of cough, it is impossible to 
сесте any one drug as the sole drug of choice for the treatment of all 
coughs. 


Modell, Drugs of Choice, 1966-67. 


INDICATIONS: 

inflammatory catarrhal conditions of the respiratory tract. 
Common Cold € Naso-respiratory allergy € Laryngitis @ Bronchitis 
е Rhinopharyngitis © Bronchial Asthma 

Bronchiectasis € Influenza е Smoker's Cough 

irritating cough of tuberculosis 

Whooping Cough 

Other types of cough of unknown etiology 


DOSAGE: Adults: 1-2 teaspoonful two or three times a day. 
Infants & Children: 1/2to 1 teaspoonful two or three times a day. 


Packing: Bottle pt 100 mi. M À— MÀ MÀ ———— 
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ж High Ulcer healing rates. 

ж Bactericidal against C. Pylori- the most 
important aetiological factor in peptic ulcer 
disease. 

ж Significantly lower relapse rates than with 
H; receptor antagonists. 

:* Convenient dosage. 


112 tablets pack — A complete treatment course. 


онаа отно (D) мек Sim Reto on 
With TRYMO, ULCERS HEAL FASTER 
: AND STAY HEALED LONGER 
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ESIXOLD ........ 


For comprehensive cough control 


SUMMARY OF PRESCRIBING INFORMATION 


FORMULA: Each teaspoonful (5m!) contains: Phenyipropanolamine Hydrochioride U.S.P. 10.0mg. 
Diphenylpyraline Hydrochioride І.Р. 1.5mg, Guaifenesin U.S.P. 50.0mg, Paracetamol I.P. 120.0mg. 
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Multicentric Reticulo histiocytosis - A Case Report 


Porkodi R., Subramaniam Ramakrishnan., Krishnamurthy V., | 
Chandrasekaran A.N. | 


Introduction : 

Multicentric reticulo histiocytosis is a rare systemic disease chara- 
cterised by profusion of lipid laden histiocytic nodules in the skin and 
mucous membrane and accompanied by a mutilating polyarthritis’. Till 
date less than 100 cases of multicentric reticulo histiocytosis only 
have been reported in literature*. A case with multicentric reticulo 
histiocytosis is reported here for the rarity of its occurrence, since it is 
the first case to be encountered among the 20,000 patients who have 
attended our outpatient department. - 


Case Report: geal joints of the hands, wrists and knees 
(Fig. 1). Dertmatological examination showed 
Mrs. P. a 46 year old housewife presented к. 
to us for complaints of pain in the interphalan- 
geal and metacarpophalangeal joints of the 
fingers, knees and wrists of one month dura- 
tion, associated with definite morning stiffness. 
She had also noticed multiple small painless, 
non pruritic nodules on the scalp, pinna of the 
ears and dorsum of hands since 6 months. 


Clinical examination revealed a well nouri- 
shed individual with stable vital sings. Rheu- 
matological examination revealed a symmetri- 
cal polyarthrits involving the distal and proxi- 
mal interphalangeal joints, metacarpophalan- 
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Prof. & Head of the Dept. of the Rheumatology, Fig. 1 
Madras Medical College, 
Madras-3. Polyarthritis in the patient. 





multiple, salmon coloured nodules resemb- 
ling coral beads in the periungual region (Fig. 2) 
Specially contributed to “The Antiseptic” dorsum of the fingers, pinna of the ear (Fig. 3) 
and front of the chest. Other systems exami- 
nation was normal. Since this patient had 
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polyarthritis with multiple skin nodules, she 
was referred to the dermatology department 
for opinion and biopsy of the skin nodule. 





Fig. 2 
Nodules resembling coral beads in the 
periungual region. 





Fig. 4 
Nodules over the pinna of the ear. 


Relevant haematological, biochemical, 
immunological and radiological investigations 


were performed, but they were not contri- 
butory. Cardiac ultrasound, UGI Endoscopy 
and indirect laryngoscopy were normal. 


Skin biopsy showed plenty of histio- 
cytes of various sizes, some with ground glass 
appearance with many nuclei. Number of 
multinulceated giant cells were seen (Fig. 4) 
This picture was characteristic of multicentric 
reticulo histiocytosis. 





Fig. 4 


Skin biopsy showing histiocytes and 
multi-nucleated giant cells. 


Magnification: 40 


Arthroscopic synovial biopsy from the 
left knee showed synovial tissue with proli- 
feration of synoviocytes 3-5 layers. Subsyno- 
viocytic tissue showed numerous histiocytes, 
giant cells and diffuse lymphocytes and plasma 
cells; numerous congested and dilated blood 
vessels and adipose tissue extending upto 
subsynoviocyte tissue. (Fig. 5). 


Discussion: 


The differential diagnosis of the conditions 
where the arthritis is associated with multiple 
nodules are sarcoid, xanthomatosis, myo- 
blastomas, lepromatous leprosy, generalised 
eruptive histiocytoma, histiocytosis X, Rheu- 
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matic fever, rheumatoid arthritis and multi- 
centric retriculo histiocytosis. Skin biopsy of 
the nodules allows identification of most of 
these disorders, especially multicentric reti- 
culo histocytosis, as is evident in our patient. 





Fig. 5 


Synovial biopsy showing histiocytes and 
giant cells. 


Magnification 100 


First description of multicentric reticulo- 
histiocytosis was made in 1937 by Weber and 
Freudental^. Other names for multicentric 
reticulo histiocytosis are lipoid dermatoarthri- 
tis, reticulo histiocytoma. Multicentric reti- 
culo histiocytosis, occurs predominently in 
females than males in a ratio of 3:1 with a 
mean age of onset being 40 yrs. In 60% of 
patients joint symptoms precede the skin 
symptoms, in 2096 it is the reverse and in the 
remaining both the articular and dermato- 
logical features occur simultaneously*. The 
articular presentation is usually a symmetrical 
polyarthritis commonly involving the distal 
interphalangeal and proximal interphalangeal 
joints of the fingers, followed in frequency 
by knees, shoulders, ankles, feet and elbows 
as was seen in our patient. 
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Cutaneous lesions are light copper nodules 
resembling coral beads occuring more often 
over the dorsum of fingers over the nailfolds, 
face, ears and chest^. Nodules can occur on 
mucosal surfaces like lips, nasal septum, on 
organs like endocardium, bone marrow and 
lymph nodes. 


Multicentric Reticulohistiocytosis, a sys- 
temic disorder has also manifested with other 
organ involvement like myositis, pleural effu- 
sion, pericarditis, gastric ulcer. 


The histopathology of the nodule and the 
synovium are specific for multicentric reticulo- 
histiocytosis’ as was seen in our patient’s skin 
biopsy and synovial biopsy. Characteristic 
aggregates of multinucleated giant cells and 
histiocytes with a ground glass appearance is 
seen. Electron microscopy of the histiocyte 
shows large, membrane bound vacuoles with 
lipid accumulation in most cases. 


20-30% of patients with multicentric histio- 
cytosis have been repoited to have malignant 
neoplasms? of the bronchus, stomach, breast, 
cervix of lymphomas. We had ruled out the 
coexistence of anv of these malignancies in our 
patient by investigations. 


Treatment 


No adequate treatment for multicentric 
reticulo histiocytosis has been described. The 
treatment has included trials of low fat diet, 
clofibrate, prednisolone, azathioprine, cyclo- 
phosphamide and isoniazid? “ ?. Our patient 
was administered both systemic steroids and 
cyclophosphamide. 


Our patient had come for follow up for 
over a year and had shown good response to 
therapy. But unfortunately she sucumbed to 
a road traffic accident and died on the spot. 
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* * * * * * 
Ice pack test for myasthenia gravis 


A new non-invasive ice pack test has been found to be sensitive and specific for ocular 
myasthenia gravis and may be helpful in diagnosing patients with ptosis. The test is of 
particular value in the occasional patient in whom edrophonium administration is hazardous. 


The principle of the test is that myasthenia gravis frequently presents with eyelid 
ptosis and has been found to be improved by cold. Thus in a blinded protocol the authors 
studied the effects of ice packs to the eye in 10 myasthenia patients with ptosis and in 
7 controls with ptosis due to other conditions. 8 out of 10 myasthemic patients showed 
an unequivocal improvement in eyelid ptosis after ice pack application for 2 minutes and 
this improvement was greater than after eye rest alone. No improvement was seen in any 
control patient with either the ice pack application or edrophonium. No side effects 
except local discomfort were noted with the ice pack test - Neurology (1987) 37, 1383. 


(Journal of Applied Medicine Dec. 88) 
* * * * * * 


Interaction of digoxin with erythromycin 


For many years digoxin was generally considered to be excreted unchanged in the 
urine, but it is now clear that in about 10% of patients ("excretors") 30-40% of the drug 
is excreted in the urin as reduced metabolites. Compared with digoxin, its principal meta- 
bolites are taken up less well by cardiac muscle and have less cardiac activity, and some 
are more rapidly excreted in the urine. Some patients may therefore require daily doses 
as high as 1-2 mg. 


Urinary concentrations of these metabolites fall considerably and the serum digoxin 
concentration rises by as much as twofold after a change to a formulation of digoxin with 
greater bioavailability or during treatment with erythromycin or tetracycline. The B lactam 
antibiotic have little effect. 

Preparations of digoxin with greater bioavailablity, such as encapsulated liquid digoxin 
or paediatric elixir, may reduce the risks of such interactions. Alternatively, a temporary 
reduction in the dose of digoxin should be considered when erythromycin or tetra-cycline 
is required. 


(BM Vol. 298, 4 March '89) _ 
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Accidental intestinal myiasis - А Case Report 


Bhatia R.S. 


Introduction 


Accidental myiasis or maggot infestation is known to occur in India! ; 
but occurence in human beings is quite infrequent, compared to veteri- 
nary practice where it is an important cause of morbidity & mortality?. 
Intestinal myiasis is caused by ingestion of fly eggs or larvae and their 
subsequent development as facultative or accidental parasites in the 
digestive tract’. Demonstration of larvae in freshly passed stools con- 
firms the diagnosis! ??. A case report is being forwarded. 


Case report 


A 23 years male from rural area, presented 
with the history of worms in thé stools. There was 
no history of abdominal pain, nausea or vomit- 
ing. His appetite was normal. There was no 
history of diarrhoea, malena or mucus in the 
stools. There was no history of loss of weight. 
He had taken a number of deworming treat- 
ment courses from practitioners, but without 
any cure. His clinical examination was essen- 
tially within normal limits but he was much 


apprehensive because of 10-20 worms per- 


stool which he was passing almost daily. His 
routine haematological & faecourinary investi- 
gations were normal. He was then asked to 
bring the fresh stool with worms. That present- 
ation clinched the diagnosis as these were 
identified as maggots (larvae) of house fly, 
although its species was not studied. Patient 
was reassured. Castor oil (30 ml.) was given 
at bed time in warm sweetened milk for three 
consecutive nights. He was advised regarding 
his habits & food hygiene. He stopped pass- 
ing similar worms and remained asymptomatic 
for three months follow up. 
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Discussion 


Maggot infection in animals is seen? world- 
wide but human involvement is not frequently 
encountered. It occurs only in people with 
close contact with animals^^?. Three types 
of myiasis in man are termed as specific, semi 
specific & accidental! & in India three types 
of genus namely Chrysomyia, Fannia & Musca 
are seen?. The eggs are deposited on the skin 
or wounds & develop into larvae in 2-3 weeks 
time*. The larvae are notorious in producing 
destructive foul smelling lesions once they 
enter the deeper tissues?" 


Other route being through ingestion of 
contaminated food with eggs or larvae which 
on ingestion, when survive their passage thro- 
ugh stomach, thus mature in the intestine 
before they are passed іп stools*. Sometimes 
they produce intestinal lesions as they pierce 
the intestinal mucosa?. 


Anus is another route where eggs or larvae 
get deposited during defecation and thus enter 
the rectum^?. Thus presentation of symptoms 
may be variable in different patients”. Our 
patient had accidental ingestion of eggs or 
larvae but was asymptomatic, except for the 
worry about the persistance of worms in the 
stools, despite taking deworming treatment. 
(Mebendazole, pyrental paomoate, piperazine 
salt). Even severe nervous symptoms have 
been reported with persisting maggot infest- 
ation*. 
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Our patient responded to purgative treat- 
ment (Castor oil), with spontaneous passage 
of larvae, which is rather quite common’. It 
is the personal guidance regarding habits & 
food hygiene which helped cure our patient. 


Both anorexia as well as increased appetite 
have been reported'? with human intestinal 
myiasis. The patient was taking normal diet. 
He was not anaemic (haemoglobin 15.0 gms/dl) 
and was completely asymptomatic; reason 
may be the short duration of his illness although 
intestinal myiasis as prolonged illness may 
lead to chronic colitis’. But even an asympto- 
matic myiasis of 4 years has been reported". 
We conclude that examination of fresh stools 
help to clinch the diagnosis early arid easy cure. 


* * * 
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* * * 


What advice should be given to someone who has had a tooth knocked out? 


The "British Journal of Rccident and €mergency Medicine" [1988; 3 (4):6-7] gives the 
answers. The patient should suck the tooth clean (do not wash in tapwater); reinsert it, 
stabilising with finger pressure or biting on to a handkerchief: and then find a dentist 
who will splint it. If the tooth is to be transported use saliva or milk to keep it moist. The 
prospects for survival of a reimplanted tooth are excellant if it is reimplanted within 30 


minutes. 


* * * 


(BNU Vol. 298 14 Jan '89) 


* * * 


Night terrors 


Night terror (pavor nocturnus) are characterised by screaming, extreme distress, auto- 
nomic arousal, and increased body movements (sometimes including sleepwalking). They 
affect about 3% of children, often occuring every night. The episodes arise in slow wave 
sleep (stages 3 and 4), most commonly within two hours of falling asleep. The child 
cannot be comforted or woken and has no memory of the episodes the next day. There 
is rarely evidence of an associated psychiatric disorder, and the attacks are thought to 


represent a fault in slow wave sleep. 


Interruption of faulty slow wave sleep by waking the child fully 10-15 minutes before 
the terror occurs or, if this is too difficult to specify, when autonomic arousal is noted, 
seems to cause reversion to a normal sleep pattern and resolution of the disorder. This 
technique may also be used for sleepwalking alone. 


* * * 


(BMJ Vol. 297 3 Sep '88) 


* * * 


Clinicians know that a patient with early syphilis will be cured if given 2.4 million units 
of benzathine penicillin. This axiom needs modification (Annals of Internal Medicine 1988; 
109:955-62). If the patient is also infected with the human immunodeficiency virus such 
treatment may not be curative of the syphilis; these patients may have persistant infection 
of the central nervous system and may need repeated lumbar punctures to monitor response. 


(BMJ Vol. 298 14 Jan. '89) 
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Congenital urethral fistula - A Case Report 


Abdul Nasir, Hema R., Ajaykumar Mani Nainan K. 


Congenital urethral fistula is a rare lesion’, 
Goldstein? (1975) while reporting a case, 
could find only 9 cases in the world literature. 
We report a case of urethral fistula without 
associated chordee in a nine year old boy. 


Case Report 


This 9 year old boy was admitted with hist- 
ory of passing urine through an abnormal 
opening on the under surface of the penis 
since birth. Family history and antenatal hist- 
ory were not significant. 


On examination the penis was normally 
developed in size. There was slight burying 


E" . Mk 





Fig. 1 
Appearance of external Genitalia. 
Note the buried penis 
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of the penis (Fig. 1). There was urethral defect 
on the ventral surtace of the shaft of penis for 
about 3 cms. Only the floor of the urethra was 
deficient (Fig. 2). The proximal and distal 
urethra were normal. 





Fig. 2 


Under surface of the penis showing the 
fistula (The white area in the photo) 


Under GA urethroplasty was done utilising 
the local tissue. A tube was created from the 
local tissue and it was covered with the penile 
skin. There was no tension. Vicryl was used 
for the tube and skin was closed with prolene. 
A catheter was kept indwelling for 7 days and 
sutures were removed on the 8th day. At the 
тг of discharge there was a small fistula 
which was repaired subsequently. The burying 
needs correction now. 


Discussion 


A congenital fistula in the floor of urethra 
is a rare lesion. The distal and proximal urethra 
is found to be normal. It may be or may not 
be associated with chordee. Goldstein (1975)? 
considered the possible embryological basis 
of this lesion. He suggested that there/is an 
arrest of the distal migration of the urethral 
plate permitting failure or formation of a seg- 
ment of urethra. Here the glandular urethra 
forms because its major portion is not formed 
from the urethral plate. 
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Welch (1979)? pointed out that the urethra References 
beyond the fistula is also defective and so simple 
closure will result in recurrence. He recom- 1. Belman A.B. Urethra in clinical paediatric urology (edited 
mended to lay open the distal urethra and to by Kelalis P.P.; King L.R. and Belman A.B) Vol. 2, 2nd 
convert the lesion into a hypospadias which is edition. W.B. Saunders company, Philadelphia, 1985 P. 786. 
then closed as a second stage procedure. 


Summary 
3. Welch K.J. Hypospadias in paediatric ; 
A rare case of congenital urethral fistula Ma ^ MMC AE тА an E ape (edited у 


is reported and the relevant literature is and Randolph J.G.) volume, 2, 3rd edition, Chicago 1979 
reviewed. year book medical publishers, P. 1353. 


2. Goldstein M. Journal of urology 1975 113: 138-139. 


* * * * * * 


What is osteochondritis dissecans? 


Osteochondritis dissecans is a disease of unknown aetiology, most frequently involv- 
ing the knee and usually monoarticular in distribution. It occurs most commonly in 
adolescents and young adults. This disorder is characterized by a separation of a section 
of cartilage and underlying bone from the larger bone to which it was attached. Although 
the lateral aspect of the medical femoral condyle of the knee is the most common site 
of occurrence, any diarthrodial joint may be involved. Pain, recurrent swelling, and locking 
are typical clinical findings. X-rays reveal a separation between the involved segment of 
bone and cartilage and the bone to which it had been attached. Secondary osteoarthritis 
is а common complication when osteochondritis dissecans occurs after closure of the © 


epiphyseal lines. 
(Journal of Applied Medicine Vol. 14 Aug '88) 


* * * * * * 


Is there any evidence that commonly used sugar substitutes such as saccharin and aspar- 
tame are carcinogenic in normal usage? 


There is no evidence that either saccharin or aspartame are carcinogenic in normal 
usage. The more recently introduced substitutes such as aspartame have been through 
an exhaustive series of toxicological studies and no carcinogenic effects were observed. 
The recent debate about aspartame centres on possible effects on mood and behaviour 
from its amino acid components. In the case of saccharin studies in rats showed an 
association with bladder cancers; these were at high levels of usage and a detailed 
examination of the incidence of bladder cancer in humans, especially diabetics with a 
high use of sugar substitues, has shown no increased risk associated with the use of 
sweetners. - D AT Southgate, Institute Norwich, U.K. 


(BMJ Vol. 297 Dec. '88) 


* * * * * * 


Among the organs that decline in function with age are the brain, lungs, and kidneys 
and the beta cells of the pancreas. According to the "Neu England Journal of Medicine" 
(1988; 318, 1268-9) non-insulin dependent diabetes should perhaps, be seen as part 
of aging. Obesity presents a challenge too great for the declining beta cells, and the 
first evidence of their decline may be the loss of the pulsatile secretion of insulin every 
12 to 15 minutes that seems to be the normal pattern. 


(BMJ Vol. 296 May '88 
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Syrup & flavour q.s. 


Extra vitamins added to compensate 
probable loss on storage. 


For prophylactic use. 
DOSE 
10 ml twice daily after meals. 


PACKING 
Phials 280 ml, 450 ml 


EAST INDIA PHARMACEUTICAL 
WORKS LIMITED | 
6, Little Russell Street, Calcutta 700 071 
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The Specific Answer 
to Dual Problem 


For Mixed Depression & Anxiety 
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Amitriptyline Amitriptyline 


(as Amitriptyline НСІ) 12.5 mg 


(as Amitriptyline HCI) 25.0 mg 
Chlordiazepoxide 5.0 mg 


Chlordiazepoxide 10.0 mg' 


DUAL 
ACTION 


Limbicon 
Limbicon Forte 


* Provides faster ance better relief and sustains it. 


* Causes dramatic reduction of associated somatic 
symptoms like Insomnia, С.І. complaints, 


Headache and Anorexia etc. 
* Elevates mood 





* Better tolerated 


* Free from side effects generally associated 
with Phenothiazines. 


Manufactured in India by : 


G SYS TOPIC ошон Pvt. Ltd. 
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éó _ the first broad-spectrum 
antimicrobial agent active against 
Pseudomonas aeruginosa that can 
be taken by mouth for systemic 





7, | XN. 


Available as: of Ciprofloxacin in India 
Le iba vt та do d t Е Ec Rees ilt ei А о ati ue s 


Ciplox-250 Tablets СірІох Infusion 


(Ciprofloxacin 250 mg tablets) (Ciprofloxacin 100 mg/50 ml 
, and 200 mg/100 ml) 
Ciplox-500 Tablets s 
(Ciprofloxacin 500 mg tablets) B 
Cipla & 
1: J. Clin. Pharmacol. 1988: 28 p 189 ears Central, Bombay 400 008 
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Further information is available on request: P.B: No. 2, Bangalore 560 049 





SKOF 
ESKAYEF 


PHARMACEUTICALS 


© Eskayel Limited 
Ucensed user of Regd. Trade Marks ® SFV: A1: 87 


THE ANTISEPTIC OCTOBER 1989 A27 


No 


nd 


Incidence of IDDM in rural South Indian children 
with low nutritional status 


Krishnaswami C.V., Chandra P., Chellamariappan M., 
Muthukumaraswami R., Lakshminarayanan S. 


Based on the paper presented at the III 
world symposium on health care of diabetes 
in developing countries, in Cordoba, Spain, 
September 16-18, 1985. 


The evidence for increasing incidence of 
Juvenile Insulin Dependent Diabetes (JIDDM) 
in certain parts of the world is mounting“) ©; 
while at the same time, this type of diabetes 
is uncommon in other parts of the world like 
JapanC?, India and China. 


In 1983, we conducted an epidemiological 
study in rural Tamil Nadu, to find out the 
actual incidence of JIDDM. A team of doctors 
and paramedical staff camped in the villages 
and physically examined 10,000 children below 
the age of 14 years. The area selected was 
Sendamanagalam community development 
block, in Salem district, 400 kms. from Madras. 
The villages were served by 14 sub-health 
centres. Family health folders are being main- 
tained by a collaborative agency called Danish 
international development agency, (Danida) 
along with the government of Tamil Nadu. 
Also, because of free mid-day meal scheme 
of Tamil Nadu government, the school-aged 
children as well as other children could be 


Dr. Krishnaswami C.V. 

Dr. Chandra P. 

Dr. Chellamariappan M. 

Dr. Muthukumaraswami R. 
Dr. Lakshminarayanan S. 
The Diabetes Department, 
V.H.S. Medical Centre 
Madras - 600 113. 

& 

The Department of Paediatrics, 
Government Stanley Hospital, 
Madras - 600 001. 
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collected in the ‘noon-meal’ centres which 
facilitated their screening for: 


(a) nutritional status (using the Gomez Classi- 
fication) ® О) 


(b) general morbidity/disease pattern, & 


(c) urine sugar examination on the spot using 
the conventional benedict’s qualitative 
reagent test; double checking wherever 
there was doubtful reduction, with Diastix 
(Ames) and venous sampling for blood 
glucose. 


Results 
It is remarkable that only one out of the 


10,000 children examined (out of the 17,431 
sub-population at risk - vide Fig. I showed 


К 


у (73.4%) Э 


Fig. 1 
Pie chart to show the total population - 65,638 
(1+2+3); Sub-population < 14 years - 17,431 
(1+2); and tested population - 10,000 (2) 


glycosuria. This young boy was already a 
known juvenile diabetic registered and taking 
treatment at the local hospital. 
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Discussion 


We have already demonstrated in our 
earlier paper that factors like infant mortality, 
failure to detect, and misdiagnoses are not the 
causes for the low incidence of JIDDM in our 
urban set-up? Our present rural study has 
confirmed our finding that the risk of develop- 
ing JIDDM in the under 14 years age group in 
our part of South India is 1 in 10,000 (0.01%). 
It is pertinent to note that our findings have 
been independently corroborated to exacti- 
tude by the Shangai study. ®© 


Relevance of malnutrition 


The nutritional status of children in our 
study revealed that over 46% of them were 
suffering from either II degree (38.2696) or 
III degree (8.42% ) malnutrition - Vide Table I. 








Table I 
(Total number assessed: 3,040) 
Protein Energy No. of 
malnutrition children % 
Normal Nutrition 393 12.93 
I Degree 1,228 40.39 
II Degree 1,163 38.26 
III Degree 256 8.42 





Despite this, the incidence of JIDDM in this 
area was only 1 in 10,000. This fact and the 
increasing incidence of JIDDM in the Western 


* * * 


world about which mention was made at the 


beginning of this paper, when seen side by 


side, tempts one to speculate regarding the 
roles played by under vs. over-nutrition of 
children in the causation/incidence of JIDDM. 
Our study has helped us to realise the need 
for probing the dietary factors and their role 
in the etiology of JIDDM, in greater depth 
in our community. 
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* * * 


The cause of malingerer's disease 


A team led by Professor James Mowbray in the Pathology Department of St. Mary's 
Hospital, London, has tracked down the cause of the condition nicknamed malingere's 
disease, that is, post-viral fatigue syndrome (PVFS). 


In a study lasting over a year, Professor Mowbray and his colleagues have shown that 
a high proporation of sufferers from PVFS are chronically infected with enteroviruses, which 
while thriving in gut have side effects in the muscles. 


PVFS usually follows so-called summer colds caused by enteroviruses. Professor 
Mowbray’s advice to patients is to seek medical advice, avoid exhaustion by doing less 
than usual and be conforted by the awareness that they have a real complaint. 


(The Practitioners 23 May ‘88 Vol. 232) 
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Incidence of eye-diseases. I-Prevalence of 


refractive errors. 


Vinodkumar 


Abstract : 


Prevalence of refractive errors in 2396 eyes of 1198 persons (637 male 
and 561 females) is described. Marked excess of emmetropic and near- 
emmetropic eyes is emphasized. Some 93% cases have range of refract- 
ion between —1.00 D and +2.00 D. Myopia more than —0.5 D is pre- 
valent in 7% cases, whereas hypermetropia more than +0.5 D in 19.096 
cases. Astigmatism 0.6 D or more with or without spherical error has 
been detected in 7.14% cases, and is mostly confined to low spherical 


values. 
Introduction 


Most of the cases attended by Eye-Specia- 
lists at out-patients departments are of refra- 
ctive errors. Prevalence of refractive errors 
varies from population to population (1-7). In 
some populations the cases of refractive errors 
are very rare, (20). Whereas in another (3) 
the prevalence may be 100%. 


Influence of local geographical conditions 
in determining the pattern of refractive errors 
has been reported (16,20-22). 


Taking into consideration the specificity 
of the climato-geographical conditions in the 
north-east of India, it has been interesting to 
study the prevalence of refractive errors in 
this region. The study was done at Namrup 
town of Dibrugarh district (Assam). Earlier 
known as "Kolia Pani" of Alhom kingdom, 
presently Namrup is a big industrial town. 
There are three big industrial complexes situ- 
ated at: Hindustan fertilizer corporation 
limited, Namrup unit (L,II,III), Assam petro- 
chemical and Assam state electicity board's 
Namrup thermal power station. 


pM Ó———À €Á 
Dr. Vinodkumar MD.,(Moscow); M.S:, (Ophthal) USSR. 

H.F.C. Hospital, Namrup 

P.O. Parbatpur, 

Assam - 786 623. 
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Methods and material 


This is a study of 1198 cases (2396 eyes), 
which were refracted at the eye-clinic of HFC 
hospital, Namrup, during a two year period 
(1.1.1986-31.12.1987). АП cases in which a 
refraction was undertaken as part óf routine 
investigation are included. Patients, who were 
already having distance spectacles, but atten- 
ded the eye-OPD for other complaints, after 
confirming that the spectacles were in fact for 
distance, are also included. The spects were 
measured with a focimeter, the prescription 
was recorded on a special form. 


The visual acuity of each eye was tested 
separately by Snellens test type, and for the 
presence of squint by cover test. Retinoscopy 
under cycloplegia (cyclopentolate--epinephe- 
rine) was routinely done in child-age group 
patients and in difficult cases. The vision had 
to be capable of improvement to at least 6/9 
to be included in this series. Only the final 
prescription is used in this study. 


Cases having organic defects in eye like 
corneal opacity, lental apacity, choroidal and 
retinal diseases, glaucoma and ocular hyper- 
tension etc. are not included in the series. 
Monocular patients and patients with aphakia 
or pseudophakia in one or both eyes are also 
excluded. 

The individuals are classified into different 
refraction by the better'eye. The better eye is 
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TABLE NoO0.-| 


SHOWING DISTRIBUTION of 2596 EYES wiTH REFRACTIVE ERRORS 
IN 1198 PERSONS ACCORDING To AGE AND SEX. 


51-40 | 41-50 | 51-60 





taken as the eye with the better vision or where 
vision is equal in the two eyes, the eye with 
the more emmetropic refraction. 
Observations 


incidence 


Of 5282 primary cases examined, 1269 
cases were having some error of refraction in 
one or both eyes. Out of these, 71 were exclu- 
ded from the series as they were either having 
some organic defects in the eye or were apha- 
kic or were monocular. Total 1198 (22.68% ) 
cases are included in the study. 


Foure М№-1а 


Age ana sex 


Male and female cases constituted 53.17% 
and 46.83% cases respectively. Distribution 
of cases according to age and sex is presented 
in Table Number 1. Nearly 50.0% cases belong 
the presbyopic age-group (31-40, 41-50 years). 
One fifth cases are represented by child age- 
group (18.95%). In the later, girls have greater 
error of refraction (11.60%) than boys (7.35%). 
The ratio is 1.6:1. 


Range of refractive error 
In this series the réfraction (assesed by the 
mean spherical value where the two meridians 


Disraiaureom оғ arrancrion лу (108 PEASONS CLASSIFIED By THE BETTER EYE 
ы 


No. оғ persons 





#6564 521012 545 67 


MINUS PLUS MINUS 
(A) 


OCULAR 


No. of PERSONS 


7 2 2 € 8 


$45 8. 005728452627. 4 9 4921283348 53 


PLUS Minus 


(B) (C) 
REFRACTION 


PLUS 


(л- ALL REFRACTIONS ; B- SPHERICAL RKFRACTIONS Cie WITH ASTIOMATISM OF 0.0DTO 0.5D), C- ASTIGMATIC KAROAS C16. ASTIGMATISM OF 9.63 ФА mong ) 
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N 


did not differ by more than 0.5 D and by the There is a little difference in the distribut- 

lower meridian in eyes with astigmatism in ion of the different refraction assesed by eyes 

excess of 0.5D); extended оуег ће range-of or by the individuals. The pattern of distribut- 

+6.0 D to —7.0D (Table No. 2). ion of refraction in male cases and female cases 
is same. Figure No.1A, 1B, 1C) 


P TABLE 5-2. 
ERCENTAGE DISTRIBUTION OF OCULAR REFRACTION! im 198 penso%s anp 2596 Eres, 
[cLossreD Ву тые aerree Eves)” 


SERIES em eni na TO SHOW: 
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Figure Nò- 1с. 


DISTRIBUTION of REFRACTION IN 961 FEMALE PERSONS, CLASSIFIED BY THE ЗЕТТЕА FYE. 
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The range of refraction in male patients 
extended from +5.0D to —7.0D, where as in 
females from +4.0D to —5.0D. 


Some 93.096 cases are within the range 
of —1.0D and +2.0D. Hypermetropia more 
than +2.0D is prevalent in 1.0% cases. Myopia 
more than —1.0D is prevalent in 6% cases 
only. 


No myopia excess is noted. The peak of the 
distribution is between 0.0 and +1.0D. 


The pattern of distribution of mainly sphe- 
rical errors (94.096), follows the pattern of 
material as a whole. This is true for male as 
well as for female cases. 


Distribution of spherical errors: 


The existance of normal refraction i.e. 
emmetropia becomes almost a rare condition, 
if the small and insignificant errors are taken 
into account. In this series, emmetropia (+0.5D) 
accounted for nearly 67.0% of total eyes. 
Hypermetropia and myopia more than 0.5D 
have been found in 19.0% and 7.0% cases 


respectively. Detailed distribution of mainly 
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spherical errors accordiing to age and sex is 
shown in Table No-3. It is noteworthy that 
higher degree of spherical errors are excep- 
tionally rare. 


Distribution of different degree of Astigmatism: 


Some degree of astigmatism is present in 
49.0896 of total eyes. (1176 eyes out of 2396 
eyes). 85.46% of these eyes have astigmatism 
less than 0.5D. Only 14.54% eyes have astig- 
matism more than. 0.5D. 75.5% of this pro- 
portion is confused to the relatively low degree 
of astigmatism. 0.6 to 1.0D; 19.076 eyes have 
astigmatism of 1.1 to 2.0D; 4.0% astigmatism 
of 2.1 to 3.0D and.only 1.7596 have astigma- 
tism more than 3.0D. 


Table No. 5 shows that astigmatism 0.6 
to 1.0D tends to concentrate around the central 
spherical values. It can be noted that astig- 
matism more than 1.0D also tends to follow 
the same pattern and is not associated with 
the extreme spherical values. 


In this series astigmatism is more common 
in male (103 eyes) than in females (68 eyes). 
The ratio is 1.5:1. Myopic astigmatism cons- 
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TABLE №- 4 


PERCENTAGE DISTRIBUTION OF ASTIGMATISM 





tituted 62% of the total astigmatic eyes, where- 
as hypermetropic and mixed astigmatism 
accounted for 29.24% and 8.77% eyes res- 
pectively (Table No. 6). 


Discussion: 


The material presented has been collected 
at the Out Patient Department, so the possi- 
bility of influence by abnormal findings can not 
be ruled out. As only the final prescription 


б" pe. 
ч m 





а uU 
* ua 





[ 5 





IIT 


is used for data analysis, the actual retraction 
will be slightly different. 


Prevalence of refractive errors in differen 
populations, as has been reported by various 
authors, varies between 12.3% and 100.095 17 
In our series the prevalence is 22.68%. 


In the refraction curves established by 
Holm? for a primitive African group; Skeller?? 
for Eskimos; Strömberg” for recruits -in 
Sweden, and Sorsby et аі for national ser- 
vice recruits, it has been clearly brought out 
that there is a marked excess of emmetropic 
and near-emmeropic eyes. Our findings 
(emmetropia in 67.0% eyes; some 93.0% 
cases with in the range of —1.0D to +2.0D), 
also suggest the same. 


Prevalence of myopia varies between 
0.12% and 3.8% in Africa, 2.4% and 27.8% 
in Europe and upto 70.0% in China, Japan 
and Egypt (cited by Hyams)“. The large 
variation in the reported prevalence of myopia, 
according to Hyams( is at least partly due 
to the fact that various groups of subjects were 
investigated. In Indian population, the pre- 
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TABLE Nóo- 5 


ASTIGMATISM OF 0.62 OR MORE IN RELATION TO SPHERICAL 
REFRACTION 


DEGREE of 
ASTIGMATISM 


TABLE Nó- 6 
SHOWING DISTRIBUTION ок |F| eves 
(lo5 MALE AND 68 FEMALE) WITH 
ASTIGMATISM оғ 6.6D OR MIAE 
WITH OR WITHOUT SPHERICAL ERROR 
IN DIFFERENT TYPES OF ASTIGMATISM 


TYPE oF SEX 


TOTAL 
mire iere ҮЗҮ H5. рти 


HYPERMETROPIC ? 
ASTIGMATISM 
PIIXE 


UT + ‹ 


D 
мөн | бы 


TOTAL 





valence of myopia has been reported to vary 
between 22.7% and 52.695019. Chandran* 9 
has reported prevalence of average myopia 
in Chinese as high as 79.0%, in Malays 73.0% 
and in South-Indians living ai Malaysia 61-095. 
In our series only 7.0% eyes are having some 
myopia, out of which 4.5% have myopia upto 
—2.0D. Higher myopia is rare. The overall 
age incidence for myopia in this series is 0-20 
years (51.0%). GoswamiC? has reported age 
incidence in between 11 and 30 years (49.42%). 


Prevalence of hypermetropia has been 
reported as low as 2.2% in students of a poly- 
technique ?; and as high as 68.21% in Ice- 
landets 29. Rojhkova"9 has reported more 
hypermetropia (61.03%) in persons settled 
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recently in far north of USSR, whereas myopia 
was more prevalent in persons living for a 
longer period. A definite role of local geo- 
graphical conditions on refraction and on the 
eye-sight has been indicated by the author. 
Mukherjee and Seal‘) have reported hyper- 
metropia 1.5 times more than myopia in coll- 
ege students of Calcutta city. In our series, 
prevalence of hypermetropia is found in 
19.03% cases (ratio of H/M is 2.7:1). An equal 
distribution of hypermetropic refraction is 
noted among all age-groups except in old age 
group. 

7.14% eyes in our series accounted for 
astigmatism 0.6 D or more with or without 
spherical errors. RojhkovaU9 has reported 
astigmatism in 3.37% eyes only, whereas 
Mukherjee and Seal have reported in 31.0%. 
As can be seen from the Table No.5, astig- 
matism in this series is mostly confined to 
lower spherical values and have little relat- 
ion to higher values. The same have been 
observed by Sorsby et al, In their opinion, 
it is caused by some inherited tendency a cor- 
neal defect inherited independently of the 
spherical refraction of the eye. 


Comments on geographical distribution of 
refractive errors 


There are few reports dedicated to the geo- 
graphical distribution of refractive errors. (4?) 
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Stromberg") and Sorsby et al ©!) have 
reported that in Europeons there is an excess 
prevalence of emmetropic and near-emme- 
tropic eyes. In northen Finland, Krause U 
et al, while inquiring about the corrective 
lenses prescribed at the age of 14 found that 
they were prescribed for myopia in 71% girls 
and in 66% boys. Bóth myopia and hyper- 
metropia were less common in boys. 


Hyams‘!”) studied prevalence of refractive 
error in adult (age more than 40 years) east 
Europians settled in Jezreel Valley (the plain 
of Esdraelon), Israel and reported: that mild 
myopia was commoner in males than in females 
and mild hypermetropia was commoner in 
females than in males. 


Prevalence of refractive errors in Eskimos 
was studied by Skeller? Young“'® and 
Alsbirk"9?. Young studied the transmission 
of refractive errors within the Eskimo families. 
Skeller had reported excess of emmetropic 
and near-emmetropic eyes whereas Alsbirk 
found incidence of average myopia in 12.0% 
cases only in this population. 


Sveinsson® found hypermetropia and 
hypermetropic astigmatism in 68.21% cases 
in Ice-landers. Emmetropia and myopia were 
in 15.21% and 13.87% cases respectively. 
Author had observed this population from 


1935 to 1980 and reported an increase of. 


myopia from 3.60% to 20.51% in 1935-1975. 


Rojhkova(9 noted more prevalent myopia 
in peoples living for a longer period in the far 
north of USSR, whereas hypermetropia was 
more prevalent in persons settled recently. 
According to the author local geographical 
conditions were responsible for such stati- 
stically significant difference. 


In an ophthalmic survey in the Solomon 
islands, VerleeC9 rarely observed cases of 
refractive errors. Myopia had been detected 
in only 0.876 cases. 


Tanabe U et al!) studied vision defects 
in Okinawa and Tokyo cities of Japan and 
found that in the Okinawa city patients with 
refractive errors were less than in Tokyo city. 
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Myopia, optic nerve atrophy and albinism - 
were also less. 


Gitelmann et al?” observed that myopia 
was more prevalent in flat landscape areas 
than in mountain, forest and grassland-steppe 
areas of Dagestan ASSR of USSR. 


Chandran"? compared prevalence of 
refractive errors in three major ethnic groups 
of west Malaysia i.e. Malays, Chinese and 
South Indians. The Malaysians showed an 
excess of myopia —72% with shift of the peak 
to the myopic side (0 to —2.0D). These feat- 
ures were most marked in the Chinese and 
least marked in the Indians. 


In Indian ophthalmological literature 
reports on this subject are rare. Mukherjee 
and Seal) studied the incidence of refractive 
errors in college students of Calcutta city. 
Goswami‘!>) reported prevalence of refractive 
error and Rohtagi and Sinha?) and Siva 
Reddy?) incidence of myopia among the 
outdoor patients. Ramanuj” noted myopia, 
hypermetropia and astigmatism in 52.60%, 
17.39% and 30.0% cases respectively in school 
going children. Chandra et al reported 
that' in children (age 8 to 16 yrs.) with sub 
normal vision, myopia was responsible for 
52% of cases. 


In the presented study it is difficult to con- 
clude about any role played by geographical 
factors in determining the pattern of refractive 
error in this area and population. Our findings 
are nearly same as have been observed: by 
Stromberg in Swedish recruits, by Holm? 
in Africans, by Skeller in Eskimos, by Sorsby 
et al!) in Europeons recruits and by Mukher- 
jee and Seal” in Indian students. 
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Protein-bound iodine (PBI) in nutritional 


oedema 


Hemendra Barman. Pratul Goswami 


Summary х 


Serum protein bound iodine (РВІ), total serum protein: serum albu- 
min, serum globulin were estimated in 20 healthy individuals and 30 
cases of nutritional oedema. The mean value of PBI in the healthy 
normal group and in the nutritional oedema group were 6.2 + 1.57 u/meg% 
and 4.26 + 1.47 u/mcg^?o respectively with a significant reduction in the 
group of nutritional oedema. The mean serum protein, serum albumin, 
serum globulin in the healthy control group and the cases of nutritional 
oedema were 8.05 + 0.74, 4.73 + 0.39, 3.32 + 0.47 and 5.65 + 0.75, 
3.02 + 0.79 and 2.62 + 0.45g% respectively and significant lowered 
values were noted in cases of nutritional oedema. 


From the findings of the present investigation and also subsequent 
observations it was concluded that hypothyroidism is associated with 


nutritional oedema. 


Malnutrition is the result of inadequate 
intake of multiple nutrients; literature on 
starvation though available almost from the 
early days of civilization, it was only towards 
the beginning of the present century, series of 
valuable experiments on human starvation 
were carried out specially in the concentration 
camps during the first and the second world 
war and also in the regions where famine was 
endemic. In these studies some sort of endo- 
crinal disturbance in both the sexes were obser- 
ved only at autopsy. Diminished endocrine 
functions after estimation of 17 Ketosteroids, 
of urinary oestrogen, of pituitary gonado- 
trophins, of corticosteroids were described 
by Zubiran ,and Gomes Mont (1953) in the 
review of the clinical and laboratory findings 


Dr. Hemendra Barman мр. 
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of 529 cases of malnutrition of different groups 
of workers. It was concluded that (i) the dist- 
urbances in the endocrinal functions were 
reversible-with the improvement of nutrition 
normal function restored, (ii) lower pituitary 
activity is the fundamental cause of distur- 
bance of the subsidiary glands and (iii) mal- 
nutrition has an important direct effect on the 
pituitary itself and a lesser effect on the other 
glands. Group of workers also noted variation 
in the endocrinal functions with degree and 
stages of malnutrition. Cooper (1925) noted 
immaturity of thyroid in the congenitally mai- 
nourished puppies; atrophic lesions in thyroid 
in malnutrition have also been reported by 
Keys et al (1950) and Gillman and Gillman 
(1951). However, not many studies relating 
to thyroid functions in malnutrition have been 
carried out and thus results obtained from a 
limited number of investigations are insuffi- 
cient to establish a definite view on the status 
of thyroid gland in malnutrition though there 
is a suspicion of hypothyroidism in this clinical 
condition. It is therefore aimed in the present 
investigation to study the thyroid activities in 
clinically established cases of malnutrition. 
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Materials and methods 


The investigation was carried out in two 
groups namely (i) the control group consisting 
of 20 healthy individuals and (ii) 30 cases of 
malnutrition with oedema. Age in the control 
group ranged between 3-50 years. While taking 
the personal history of this group, it was speci- 
fically ascertained either from the parent or 
from the person concerned that they were not 
taking any iodine preparation earlier (iodised 
salt was not made compulsory when the in- 
vestigation was carried out). 


In the series 14 were male and 6 were 
female. 


30 cases of malnutrition with oedema- 
were stlected at random, a thorough physical 
examination and routine laboratory investi- 
gations were done to exclude {һе possibility 
of oedema being portal, renal or cardiac origin. 
No- drugs containing iodine was given to any 
one of the patients of these series before the 
investigation was completed. The status of 
thyroid was carefuly evaluated clinically in 
each case and any patient who had a palpable 
neck mass or enlargement of thyroid was not 
included in the present series. The age range 
of this group also varied between 3-50 years 
with 25 males and 5 females. It was further 
ensured that none of the cases of the present 
investigation received any inorganic iodine 
preparation, no diagnostic procedure like 
intravenous pyelogram, use of diodoquin, 


Results: A- age "TH 


It was observed that the maximum number 
(46.6%) of cases of nutritional oedema came 
from the age range of 3-10 years. The next 
highest incidence was seen in the age group 
between 35-50 years. The maximum number 
(40%) of the healthy subject of the control: 
group was also within the age range of 3-10 
years and thus the age factor in both the groups 
was almost identical. (Table I). 


Table I 


Showing the age distribution of the 
subjects of normal healthy and 
nutritional oedema groups. 








Age in Healthy control Nutritional oedema 
years Number Percentage Number Percentage 
1-2 nil 0 nil 0.0 
3-10 8 40 14 46.6 
15-18 nil 0 2 6.7 
19-26 6 30 4 13.32 
27-34 2 10 nil 0.0 
35-50 H 20 10 33.3 
Total 20 100 30 100 





b. Occupation 


The occupation of either of the parents of 
the subject or of the subject himself/herself 
was presented in Table II. It is evident from 
the tabulated results that the maximum number 
of cases (17 out of 30 cases of nutritional 
oedema) the occupation was cultivation. 














thyroid and urea preparations, mercurial Table П 

diuretics, oestrogens, salicylates, use of lipoi- ; 

dol and other „рд айв, for a e ies ris гак олно Ата 

period of 1 month to 5 years prior to investi- oedema group. 

gation. It was carefully noted that no iodine 

or iodine preparation was applied to the skin 

of the cases of both the groups included in ће Occupation Numberof Percentage 

series to sterilise the skin before collection of 

blood for estimations. Cultivator 17 56.7 

Fisherman 2 6.7 

Besides the routine laboratory investi- Labourer 9 30.0 

gations, total serum protein, albumin and Chowkidar 1 33 

globulin and protein bound iodine (PBI) were Carpenter 1 3.3 

estimated following the precedures of Biuret 

method as modified by Reinfold (1953) and Total 30 100 

Barker et al (1951) respectively. 

564 THE ANTISEPTIC OCTOBER 1989 


c. Clinical features 


The presenting clinical features of the 
present series varied from loss of appetite to 
enlargement of liver, however, anaemia was 
the common clinical feature in all (Table III) 
swelling of legs, muscular wasting were also 
the predominant features. 


Table III 


Showing the clinical features of the 
nutritional oedema cases 


Clinical findings ^ Numberof Percentage 


cases 
1. Loss of appetite 4 13.32 
2. Swellings of 

legs/face 26 6.7 
3. Diarrhoea 10 33.3 
4. General weakness 16 53.3 
5. Lossof Body 

weight 11 36.6 
6. Anaemia 30 100.0 
7. Moon facies 7 23.3 
8. Muscular wasting 20 66.7 
9. Skin changes 

(depigmentation) 6 20.0 
10. Sparse hair 7 23.3 
11. Enlargement of 

liver 14 46.6 


d. Total serum protein, albumin and globulin 


In the control and the nutritional oedema 
cases groups, the total serum protein varied 
respectively within the range of 6.7—9.2% 
and 4.5—7.1G% with the mean values of 
6.05 + 0.74 G% and 4.26 + 1.47 G% in both 
the groups. The ranges of serum albumin 
levels in both the groups were respectively 
4.1—5.5 G% and 1.6—4.5 G% with mean 
values of 4.73 + 0.39 G% and 3.02 + 0.79 G% 
and the serum globulin levels in both the groups 
were found to vary between 2.3—4.0 G% and 
2.1—3.9 G% with mean values and 3.32 + 0.47 
and 2.62 + 0.45 б% respectively (Table IV). 
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Table IV 


Showing the total serum protein, albumin an. 
globulin in the healthy and the nutritional 
oedema groups (in р 96) 


91. No. Healthy group Nutritional oedema group 
* Protein Albumin Globulin Protein Albumin Globulin 


Mean 8.05 4.73 332 565 302 2.62 
S.D. 04 034 04 075 079 04 


e. Serum PBI 


The PBI values in the normal healthy 
groups (only 20 cases) were observed in the 
highest number of cases between 5.1—8.0 G% 
whereas, in the nutritional oedema cases the 
maximum number of cases had the serum PBI 
values within 3.1—4.0 G%. The mean values 
in the normal and the nutritional oedema cases 
where 6.2 + 1.57 G% and 4.26 + 1.47 G% 
respectively with the ranges of 3.5—8.8 G% 
and 1.75—7.5 G% (Table V). 


Table V 
Showing the range and mean serum PBI and 


distribution in microgram % in the healthy 
and the cases of nutritional oedema groups. 


Rangeofthe — Numberof Numberof 
PBI individualin cases with nut- 
control group ritional oedema 


1.0-2.0 nil 2 
2.1-3.0 nil 2 
3.1-4.0 2 12 
4.1-5.0 3 + 
5.1-6.0 4 4 
6.1-7.0 3 4 
7.1-8.0 7 1 
8.1-9.0 1 nil 
Total 20 30 
Range 3.5-8.8 1.75 -7.5 
Mean 621.57 426-147 
t — 2.05, P « 0.05 df. 48 
Discussi 


Readjustment at the metabolic level is essen- 
tial in malnutrition and mostly carried out by 
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altered hormonal status. Different groups of 
workers have investigated the status of hor- 
mones like growth hormones (Amatayakul 
et al 1974), Smith et al (1974), insulin adrenal 
cortex (Panda et al-1974) but very few studies 
in relation to the status of thyroid in malnutri- 
tion, more particularly in nutritional oedema 
have been carried out. Starr et al (1950) noted 
a slight decrease of PBI in malnutrition and 
Bease et al (1966) studied the thyroid func- 
tions in marasmus and observed a depressed 
thyroid activity (1'°' uptake) in rats main- 
tained in 3,5% protein diet and the thyroid 
secretion rate of rats was progressively reduced 
by lowering the calorie intake or extending 
the period of calorie restriction (Grossie and 
Turner-1962). It was believed that there was 
decreased thyroid stimulating hormone in 
infants with protein calorie malnutrition. How- 
ever, the findings of Bease et al (1966) were 
not confirmed by the subsequent workers. 
Samal and Rastogi (1973) did not notice any 
alteration from normal either in TSH or TRH 
in 8 adults of severe protein calorie malnutri- 
tion. Zubiran and Gomes-Mont (1953) exa- 
mined a total 131 thyroid glands anatomically 
and not only confirmed earlier observations 
(Keys et al - 1950, Gillman and Gillman 1951) 
of atrophic lesions in the gland but also con- 
cluded of having a suspicion of thyroid hypo- 
function in malnutrition. Because of this sus- 
picion and conflicting results, a fresh investi- 
gation to see the thyroid status in malnutrition 
is called for. 


It is true that thyroid status cannot be 
determined by a single test, however, chemical 
estimation of PBI is one of the direct methods 
and has been widely used for many years; 
even today, considered as a satisfactory index 
of thyroid status. The findings of the present 
investigation revealed significantly lower 
mean value (P<0.05) of PBI in the nutritional 
oedema cases. No case of nutritional oedema 
had shown the PBI level above the upper limit 
of the normal. 


Significantly, reduced mean values 
(P<0.05) of total serum protein and serum 
albumin in the nutritional oedema cases were 
noted in the present study. The observations 
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of earlier workers (Riggs et al - 1942, Taurog 
and Chaikaff-1948) implicated serum albumin 
as the major thyroxine binding protein. As 
such, it was presumed that lowering of serum 
albumin would lead to low PBI in serum in 
patients with nutritional oedema. Graham and 
Blizzard (1973) in their study in Peruvian 
children noted low serum thyroxine (T,) with 
variable free thyroxine in marasmus and 
suggested that relative hypothyroidism in 
marasmus was of pituitary origin. Parra et al 
(1973) concluded from their findings that 
no abnormalities in thyroid functions occured 
in marasmus or Kwashiorkor, however, Pim- 
stone, Beeker and Handricks (1973) found 
evidence of mild hypothyroidism in Kwashi- 
orkor. Findings of the present investigation 
and the observations of Mahanta and Goswami 
(1988) and Barua and Goswami (1988) also 
indicated a mild hypothyroidism in nutritional 
oedema. However, it is yet to be ascertained 
whether the hypothyroidism is due to mal- 
absorption of iodine, low serum albumin or is 
an indication of adjustment of the functions 
of thyroid on metabolic processes in response 
to deficiency of nutrients in the body. 
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Non-cordiogenic pulmonary oedema ofter ingestion of chlorothiozide 


Non-cardiogenic pulmonary oedema is a rore complication of treatment with thiazide 
diuretics but should be considered in patients presenting with bilateral pulmonary infil- 
trates, cardiorespiratory collapse, and evidence of low cardiac filling pressures. The mecha- 
nism is not clearly understood but represents a type of anaphylactic reaction with increa- 
sed permeability of the pulmonary vasculature. Right heart catheterisation typically shows 
low right atrial and pulmonary artery wedge pressures. Cardiorespiratory collapse may 
occur rapidly and the patient requires endotracheal intubation, intravenous fluid replace- 
ment, and inotropic support. The use of steriods is widespread but unproved. 


(ВМЈ Vol. 298 4 March '89) 
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Cardiac Arrhythmias - I 


Disturbances in rhythm of cardiac impulse 
are arrhythmias. These may be tachy-arrhyth- 
mias or brady-arrhythmias. In this issue, I will 
give a brief outline of tachy-arrhythmias; 
a future editorial will discuss the brady-arrhy- 
thmias. Detailed discussion of individual 
arrhythmias will follow later. 


Most tachycardias are supra ventricular, 
i.e., caused by foci of impulses in structures 
above the ventricles. These are the sinus tachy- 
cardia, atrial tachycardia, junctional tachy- 
cardia and tachycardia due to accessory bypass 
tracts. All of these can be diagnosed using a 
standard ECG. The most common atrial arrhy- 
thmias are atrial ectopics - including atrial 
extrasystoles, parasystole and atrial escape 
beats. 


Atrial extrasystoles can be diagnosed by the 
early P followed by a narrow QRS and bearing 
a constant relationship (coupling) to the pre- 
vious compelx. 


The parasystoles are, in contrast, independent 
of the sinus rhythm and hence the relationship 
to the previous complex is variable. Variants of 
both extrasystoles, with changing coupling 
intervals and of parasystoles with fixed coupl- 
ing are occasionally seen. 


Atrial ectopics are usually paroxysmal. They 
are often seen in association with obstructive 
lung diseases. They arise from a single ectopic 
focus usually but sometimes may be multi- 
focal, such as in digitalis-induced arrhythmias 
or heart failure. Variation in shapes of P, and 
in P-R and R.R - intervals is seen. 


Atrial flutter and atrial fibrillation are re- 
entrant arrhythmias and invariably associated 
with A-V nodal block. Atrial flutter is seen 
as characteristic sawtooth waveform in the 
ECG, with a rate of about 300/min and a 
block of 2:1. Whereas a gross re-depolari- 
sation by the re-entry of acotopic impulse 
(known as macro re-entry) gives rise to atrial 
flutter, smaller re-entry circuits (micro-re- 
entry) giving rise to multiple wavelets of de- 
polarisation, with random atrial fibrillation. 


(See Editgrial Aug. '89 on Atrial Fibrillation). 
On the ECG, low voltage high frequency "f" 
wave are seen in place of the P. 

Ectopic junctional tachycardias may occur 
after cardiac surgery, myocardial infarction 
and in digitalis toxicity. They are usually tran- 
sient, more often the result of re-entry. In 
modal re-entry tachycardias, the re-entry 
circuit is within the node and has a fast and a 
slow conducting pathway. If one of the path- 
ways is blocked (A), impulses are conducted 
across the other (B). If the blocked path- 
way (А) is no longer refractory by the time 
the conducted impulse has crossed the other 
(B), a re-entry arrhythmia is initiated with 
impulse re-entering in a retrograde manner 
through the previously blocked pathway (A). 
Usually anterograde block occurs in the fast 
pathyway (A), which is also the path for re- 
entry after its refractory period has passed 
off. This is the usual slow anterograde, fast- 
retrograde (“slow-fast”) type; it is charac- 
terised by a long PR interval in the first tachy- 
cardia complex and later, atrial activation 
is buried in the ORS complex and is un- 
detectable. The rare “fast-slow” type has 
rapid-anterograde арда slow-retrograde 
activation and has negative P in II, III, ANF 
and left chest leads, often mis-diagnosed as 
ectopic atrial tachycardia, because of the 
PR<RP.  Wolff-Parkinson-White (WPM) 
syndrome is a junctional tachycardia, with a 
re-entry along an accessory pathway. The 
initiating mechanism for most junctional tachy- 
cardias is an atrial extrasystole. 


Atrial ectopics are often effectively 
controlled by Verapamil, A.V. Blockers 
like amiodarone and quinidine-like drugs are 
useful in restoration of sinus rhythm in atrial 
flutter. Sometimes, verapamil, by inducing a 
slow down of anterograde conduction, may 
trigger a junctional tachyacardia. Properly 
used, digoxin is useful in these cases. Adeno- 
sine and somatostatin are drugs shown to be 
of potential benefit in junctional tachycardias. 


Dr. N. Hariharasubramanian, .M.D., Ph.D. 
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Correspondence 


Dr. M. Ramachandran 
9. Nehru Street, 
Sankarankovil. 


Q: Is obsessive compulsive neurosis curable? 
A female patient (age 38) is suffering from 
severe OCN. Her complaint is washing of 
hands innumerable times. What about E.C.T.? 
Whether leucotomy possible in our state? 


A: OCN is curable provided it is treated at an 
early stage, provided the onset of illness is at 
the younger age group and provided it doesn’t 
have any associated psychotic symptoms. 
Electro-convulsive therapy helps in a few pati- 
ents. Psychotherapy, associated with behavi- 
our therapy and drug therapy to control the 
associated anxiety symptoms gives improve- 
ment, if the treatment is continued for a longer 
period. Leukotomy can be tried in selective 
cases where the symptoms are very severe. 
It is done at the Institute of Neurology, 
Government General Hospital, Madras. 


(Dr. R. Gunasingh) 
* * * 


Dr. H.D. Santdasani 
Govind Madhav Society, 
Bindu Sarovar Road, 
Sidhour - 384 151. 


Q: A 49-year old woman has a well-controlled 
insulin-dependent diabetes. She now has 
hepatitis B. Please highlight the following 
points in management. 


1. Whether I.V. glucose or oral glucose will 
be better with proper insulin dosage adjust- 
ment. 


2. Role of newer insulins in such cases for 
better control. 


3. Role of Neomycin 
4. Role of Laculose and Lactiol 
5. Latest treatment of such difficult cases. 


A: 1. No. LV. or parenteral glucose is re- 
quired. Any carbohydrate given orally is con- 
verted to. glucose in half an hour's time. 


2. Newer insulins will achieve good control 
in smaller doses and with less antigenicity. 


3. There is no contraindication for neomycin 
given as a gut sterilizing agent. 


4. Lactulose also serves a similar purpose and 
is safe as it is not absorbed systemically. 


5. A diabetic should be preferably controlled 
with calorie restricted diet, multiple injections 
of newer insulins and frequent monitoring of 
sugar. Hepatitis may be treated as in any other 
subject without oral or parenteral glucose 


loads. (Dr. К. Kannan) 


* * * 


Dr. S. Thiagarajan 
D.G.M. Hospital, 
Keerikad P.O., 
Kerala - 690 508. 


Q: What is the normal length of the penis in 
matured man? Is there any relationship bet- 
ween the length of the penis and orgasm? 
What is the cause for normal secondary sexual 
character with very short penis? 


[s the hormonal treatment useful or may 
it produce any adverse effect? Is there any 
treatment for normal growth of the genitalia? 


A: A penile length of 4 cm. is adequate for 
impregnation purposes. There is no relation- 
ship between penile size and orgasm. Orgasm 
is more related to ejaculatory mechanisms 
and penile innervation. If congenital adrenal 
hyperplasia could be excluded it must be a 
femilial variation. 


Hormonal treatment is useful only when there 
is demonstrable androgen lock. Treatment 
will not produce remarkable effects in a normal 


post pubertal subject. (Dr. K. K ) 
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Dr. M. Kumar 
201, A.K. Street, 
Idappadi - 637 101. 


Q: Kindly enlighten me about the patho- 
physiology of retinopathy in diabetes mellitus. 
Is it possible to prevent the retinopathy? Will 
insulin administration instead of tablets pre- 
vent the complication of diabetes? What is 
the incidence of retinopathy in diabetes? 


A: Poor glycaemic control is the primary 
cause for all the complications of diabetes. 
This leads to abnormalities of sorbitol meta- 
bolism, glycosylation of proteins, oxidative 
stresses and tissue hypoxia and various com- 
plications. Diabetic retinopathy could be post- 
poned to a certain extent with proper glycae- 
mic control. Insulin and oral agents are not 
exchangeable. Certain types of diabetics require 
insulin and others oral agents. Whatever may 
be the type of treatment good clycaemic con- 
trol must be maintained. Incidence of diabetic 
retinopathy varies with the duration of dia- 
betes as well as with the age of onset. Atleast 
25 per cent of all diabetics with 10 or more 
years of diabetes will have some degree of 
retinopathy. ! 


(Dr. K. Kannan) 
* * * 


Dr. Mancharan 
Sivakasi - 626 123. 


Q: Most of the obese women are infertile. 
How is obesity related to infertility? What 
is the specific treatment? 


A: Some obese women only are infertile. 
They commonly suffer from polycystic ovarian 
diseases. Other causes ,of infertility are no 
more frequent in obese women than in others. 


Q: Describe in detail the weight reducing 
measures particularly in women of age group 
of 25 to. 35 years. 
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А: If calorie controlled diets cannot be 
adhered to anorectic drugs like fenfluramine 
may be used. 


(Dr. K. Kannan) 
* Ж * 


Dr. A. Rasid 
Murarai, 
West Bengal - 731 219. 


Q: Is there any effect of bilateral epididymial 
cyst of large size, upon quality of semen? What 
is the treatment? 


A: Bilateral epididymal cysts usually indicate 
congenital absence of vas. semen will be 
devoid of spermatozoa. 


(Dr. K. Kannan) 
* * * 
Dr. Jagdish Prasad 
Kanpur Road, 
Alambagh P.O., 
Lucknow. 


Q: What is a penile prosthetic? 


A: A penile prosthetic is an implantable semi- 
rigid or inflatable synthetic material. It has to 
зе premanently fixed by surgery. There are 
many firms producing various models and all 
of them can be imported from abroad. This 
is indicated in untreatable male impotence. 
It should be used only as a last resort. The 
cost of various models range around a few 
thousand dollars. 


(Dr. K. Kannan) 
* * * 
Dr. Viswanathrao Dongre 
20, Gandhi Bazar, 
Anavatti. 


Q: What are legitimate uses of following 
drugs in present day therapeutics: Vitamin E, 
Lactobacillas sporogenes and Furozolidine 
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А: Vitamin E: Deficiency is not a problem 
in the adult. It's available from vegetable oils, 
cereals and nuts. There is no proof that it 
increases energy or virility. It's value in athero- 
sclerosis is debatable. 


It may interfere with thyroid function and 
increase the action of the coumarin anticoa- 
gulants. It is used in practice for leg cramps 
and fibrocystic disease of breast. 


Lactobacillus sporogenes: It is used mainly 
after diarrhoea and also with oral antibiotics. 


Furazolidine: It is used for bacterial diarrhoea 
and salmonella. 


(Dr. Kasirajan) 
* * * 


Dr. Anil K. Bordia 
Sitamau, 
M.P. - 458 990. 


Q: From the age of nine, I am troubled by 
pimples (acne) and still I have the trouble. My 
age is 24 and I am unmarried. I took the follow- 
ing treatment without any effect: 


1. Aquasol-A - daily 1 for 15 days 
2. Tetracycline 250 mg 
1 o.d. for 7 days 
1 tid for 7 days 
1 bid for 3 months | 
3. Eskamel ointment for external application. 
Please advise me the treatment. 


A: Treatment of Acne 


Acne vulgaris can be a real trouble some 
problem, particularly when it persists after the 
age of 20. When tetracyclines are not found 
useful as an immediate remedy, erythromycin 
tablets in a dose of 1 gm daily could be taken 
for two weeks. This should be followed by 
tetracycline 1 gm daily for 2 weeks and then 
500 mg daily for a period of six weeks. Acute 
exacerbations, when seen to occur, should be 
managed with intermittent courses of ery- 
thromycin as described above. An effective 
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topical application is the following combi- 
nation. 


Precipitated Sulphur - 2% 
Salicyclic Acid - 2% 
Lotio Calamina ad - 100% 


This is to be applied gently on the affected 
areas, at bed time. The suggested medication 
should be accompanied by frequent washing 
of the face with soap and water to reduce 
seborrhoea or oilness of face which may be a 
major factor in the causation of recurrence of 
acne. Dietary restriction and intestinal para- 
sitosis have no role to play in the aetiopatho- 
logy of acne. 


(Dr. Jayakar Thomas, Dr. S. Parimalam) 
* * * 


Dr. Arun Chugh, 
Ghaziabad, U.P. 


Q: Please let me know about the current treat- 
ment and role of Placentrex in vitiligo. 


A: Current treatment of vitiligo other than 
the commonly adopted photochemotherapy 
preferably with trimethoxypsoralen are, 


1. Topical application of clobetasol propio- 
nate .05% for not more than 15 days, along 
with oral psoralen. 

2. Dermabrasion with 5 flour uracil. 

3. Autologous melanocyte transplant, where- 
in blisters are induced artificially (by using 
either vaccum, liquid nitrogen or PUVA) 
on normal donor skin and vitiligenous 
receptor skin followed by transplanting 
the roof of the donor site blister on to the 
receptor site after destroying the blister on 
the receptor site which is held in place for 
2 weeks. Appearance of repigmentation is 
evident by 7-14 days and full pigmentation 
in 28-95 days. 

4. Various skin grafts like, 

a) Autologous epidermal graft 

b) Thin split thickness graft 

c) Autologous mini graft. 


THE ANTISEPTIC ' 571 


Correspondence 


Although the role of placentrex in vitiligo 
has not been documented, it has been used 
by several dermatologists. Our, personal 
experience with placentrex is very meagre to 
be conclusive or decisive. 


(Dr. Jayakar Thomas, Dr. S. Parimalam) 
* * * 


Dr. S.P. Jain 
Chowk, 
Lalitpur-284 403. 


Q: What are the causes of premature grey 
hairs (premature canities) and what is the 
latest method of treatment? 


А: The causes of premature canities are, 


I. Reversible 
a) Febrile and debilitating illness 
b) Severe malnutrition 
c) Emotional stress 


II. Irreversible 
a) Autoimmune diseases like pernicious 
anaemia 
b) Hereditary which may or may not be 
associated with syndromes like, 
- Progeria 
- Pangeria 
- Book's syndrome 
- Rothmond Thomson syndrome 
- Warderburgs syndrome 


III. May or may not be reversible. 
a) Angina/Myocardial infarct 
b) Hyperthyroidism. 


Use of para amino benzoic acid orally in 
a dose of 300 mgm per day may prove to be of 
some value, but the risk of recurrence on dis- 
continuing the therapy is not unquestionable. 
The treatment is therefore essentially corr- 
ection of the predisposing factors in reversible 
causes and reassurance in irreversible cases. 
Advice may be given to use hair dyes. But one 
should keep in mind the danger of sensitization 
which could occur due to paraphenylenedia- 


mine, a major component in most hair dyes. 
(Dr. Jayakar Thomas, Dr. S. Parimalam) 
* * * 


Dr. M.S. Narasimha Murthy 

Wisdom clinic, (Annexe-Mathru Chaya), 
756, 10th Main, 4th Block Jayanagar, 
Bangalore-560 011. 


Management/mismanagemént - in retrospect 


I have been just wondering why no medical 
journal opens up a page for recording critical 
appraisals - ‘Critical reviews’ - of one's own 
actions or inactions, -(Commissions and omis- 
sions) - or of other doctors concerning medical 
management of patients. One can be certain 
that this will be in the interest of future manage- 
ment of patients in particular and public health 
in general. 


It has been an oft-repeated joke on doctors 
who are at the receiving end that while they 
glorify their successes and magnify miracles, 
failures get buried - may be with themselves 
only finally! Like clinical post-mortem find- 
ings or clinico - pathological conference pro- 
ceedings, - all of which will surely help in corr- 
ecting our mistakes and help in the manage- 
ment of similar cases later, why not record 
our own, - and others' mistakes etc., after a 
critical analysis? Of course before publication 
one must make sure that it should be con- 
structive criticism, no names involved or cha- 
racter assassination intended and may even 
be termed hypothetical or fictitious to cover 
up some legal loopholes later, - all in patient's 
interest. 


Imagine a pregnent lady - primipara - aged 
about 21 years. Well-to-do and not a very 
literate family. Mother having severe diabetes 
mellitus - Insulin depondent for about 25 years. 


2. 
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Father's medical history not known. The family 
having been accustomed to a particular nursing 
home for delivery she starts attending for 
antenatal care very regularly and having found 
glycosuria, she is referred to her family phy- 
sician in another nursing home (who inci- 
dentally has been the consultant for her mother 
too, who, as already stated is an I.D.D. for 
25 years!). At this stage in her 4th month of 
pegnancy, G.T.T. done - 3rd blood sample 
showed 210 mg% with 1% urine sugar. Diag- 
nosed ‘Gestational diabetes’! and prescribed 
sugar free diet and asked to take some pills 
for diabetes - which she was not regular in tak- 
ing. She again continues periodical visits to 
nursing home for antenatal care and reaches 
almost full-term and with no insulin treatment 
for her ‘Diabetes’. Pronounced all well till 
8!/, months - at the next visit a week later, no 
fetal heart sounds! and a large dead fetus is 
‘Delivered’ by cranitomy! Nursing nome 


charg. for about a week now came to about 
Rs. 2,400/-. 


Well, dear readers, could there be a worse 
case of mismanagement of ‘pregnancy - com- 
plicated by diabetes' when all of us are dinned 
to our ears that insulin is a must throughout 
pregnancy and later too, if required. Don't 
you think that all of us could, and should 
learn, a lesson or two from, the above with 
frank exposures among medical men and 
medical journals, all in the interest of patients? 
I, for one, think that such reviews are really 
necessary in the interest of the public. 

(Dr. M.S. Narasimha Murthy) 


Journals like the BMJ and Practitioner do 
publish critical reviews from time to time, 
under captions such as “Lesson of the week", 
"Controversies" and sometimes anecdotally 
as "Point of view" or *Opinion". 


(Dr. N. Hariharasubramanian) 


Ж ж x 
Kala Azar - Which regime 


Based on a suggestion of the WHO that the optimal treatment regimen for this 
deadly disease should be individualized for each geographic region, the authors undertook 
this study. Bihar the place of the study is highly endemic for Halo-ozar and о total of 
“5371 patients were rendomly assigned to one of six regimens of reatment. Sodium sti- 
bogluconate was administered in a dose of 10 mg./kg/day, or 15 mg./kg./day given for 
40 days gives the highest cure rates with low toxicity and low rates of relapse and 
unresponsiveness. They suggest electrocardographic monitoring during therapy. 


(BMU 1988 296-1 557) 
* * * * * * 
What is cold urticaria? 


Cold urticoria is one of the most common forms of physical urticaria. The primary 
acquired idiopathic form is found most often. Lesions develop when the skin is exposed 
to cold air or water and then rewarmed. Wheals appear within minutes and persist for 
one to two hours. Cold urticaria can be life - threatening. For example, a swim in cold 
water may cause loss of intravascular fluid and hypotension. Application of an ice cube 
to the skin for three to five minutes produces a wheal and flare response in these 
patients. Secondary cold urticaria is associated with circulating cryoglobulins and cryo- 
fibrinogens and can occur in collagen vascular diseases and syphilis. 


(Joumal of Applied Medicine Feb. ' 89) 
* * * * * * | 
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ASTHMA VACCINE 


College of Chest Physicians invites your attention that fresh stock of Asthma Vaccine is available 
for ready supply to Medical Profession in India. 


The vaccine is: 


*Broad Spectrum *Slow desentising agent 
*Most effective in;* (i) Bronchial Asthma (all types) (ii) Allergic 
Bronchitis (iii) Hay fever etc. etc. 


Available in phials of 10 ml. only. 


Price: Active Type : Rs. 195/- per phial. 
Retard Active Type : Rs. 590/- per phial. 


Kindly send full money in advance by DD/MO payable to Gen. Secretary, College of Chest Physicians. 
MEMBERSHIP/FELLOWSHIP CERTIFICATION 


in (i) TROPICAL CARDIOLOGY and (ii) TROPICAL PULMONOLOGY 
Fees schedule: 


Membership (MCCP) - Rs. 350/- 
Fellowship (FCCP) - Rs. 600/- Life Membership - Rs. 750/- 
Life Fellowship - Rs. 1000/- Renewal Fee Rs. 25/- year 


Minimum eligibility: M.B.B.S., 


Evaluation Criteria: To submit a dessertation/thesis on an assigned subject 
which will be evaluated by the credential committe. 


For details contact: 

Secretary General 

College of Chest Physicians 

P.O. Box 6551, B-9, Tagore Garden, New Delhi - 110 027. 
Phone: 502204. 





€ The choice antimicrobial € Preventive treatment for 


in Upper Respiratory Traveller's Diarrhoea 
Tract infections 






e 100% success 
rates in venereal 
diseases: 


ө High cure rates 
in Gonococcal 


and non- Doxycycline HCI Gonorrhoea, 
gonococcal ( Y | Syphilis 
urethritis 4 4 
Superior to all Tetracyclines 
(Doxycycline HCI) 
The Purest One The Superior One 


For further information write to: 
U. S. VITAMIN (INDIA) LTD. 
Poonam Chambers 'B' Wing, Bombay 400 018. 
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SUTURING AND WOUND CARE 


The ability to perform neat precise suturing 
is an important skill to acquire. The finally 
healed wound should be the best possible: 
this is what the patient will have to live with. 


Most wounds present immediately after 
injury and can usually be safely sutured by 
primary suture. Severely contaminated wounds 
and wounds presenting between six and 24 
hours after injury have a higher risk of infect- 
ion. Treat first by cleaning and packing and 
later by delayed suture. Many wounds of the 
scalp, face and arms can be sutured up to 24 
hours after injury because of their good blood 


supply. 


Basic suture equipment should comprise: 
two artery forceps: fine non-toothed forceps, 
for debridement; Adson’s toothed dissecting 
forceps; a mayo needle holder; scissors, a 
waterproof sheet; and a green sheet with a 
hole cut to screen the wound. For the more 
expert, a 5 in Halsey needle holder is useful 
for fine work. 


Sutures 


А wide range of sutures is available. The 
following are the most commonly chosen. 


Absorbable sutures 


Are used for subcutaneous closure of dead 
space, reducing haematoma formation and 
mucosal closure. The rate of absorption 
depends on the type of material used. 


Catgut 


Plain catgut tends to be used less now. It 
absorbs in about seven to 10 days, but with 
marked tissue reaction. Chromic catgut lasts 
up to three weeks and provokes less reaction. 
It is useful for tying off subcutaneous bleed- 
ing vessels, and for closing the deep fascia 
and the skin of the scrotum and perineum - 
areas that heal rapidly. 
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Dexon 


A synthetic absorbable suture with higher 
tensile strength than catgut, it knots reaso- 
nably well - four throws per knot - and pro- 
vokes minimal tissue reaction. Absorption 
begins at one month and is complete by four 
months. It is useful for subcuticular closure 
of wounds, but should be used with care in 
contaminated wounds where, acting as a 
foreign body, it can cause infection. As with 
all absorbable sutures, use the minimum 
necessary. 


Non-absorbable 


Silk is still widely used. Easy handling 
and good knot tying are advantages, but it 
provokes tissue reaction. With a braided 
structure, this enables spores to infiltrate, 
resulting in stitch abscesses and possible 
wound imfection. I use silk only on the scalp 
which, because ofits good blood supply, rarely 
becomes infected. Silk is also more comfort- 
able for the patient. 


Monofilament nylon 


Creates the least tissue reaction of any 
suture. Stitch abscesses and wound infections 
are reduced. It has the disadvantage of being 
rather stiff, springy and difficult to knot. Use a 
double throw for the first loop to approximate 
the skin edges and usually three or four throws 
to lock. I use this suture for most wounds. 


Steri-strips 


Have the advantages of fast application, 
no skin reaction and no suture marks. They are 
useful for thin flap lacerations - for example, 
below the knees in the elderly - and for support- 
ing a wound after removal of sutures, but are 
unsuitable for lacerations of any depth or 
across joints, as they cause inversion of the 
skin edge. Leave an adequate gap between 
the strips to allow for exudate, which can also 
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lift the strip away from the wound. This can 
be a problem when the patient wants a bath 
or if used on a child. Do not covet wounds 
with a mass of Steri-strips, as this leads to 
infection. 


All sutures come mounted on atraumatic 
needles. Use taper-cut or cutting needles for 
skin closure and round-bodied needles for 
subcutaneous closure. Use the finest suture 
to close a wound consistent with the strength 
required. The following is a guide: 


Subcutaneous 2/0 or 3/0 

chromic catgut or dexon 
Scalp 3/0 or 4/0 silk 
Face 5/0 or 6/0 nylon 
Armsanddigits — 4/ünylon, 
Chest wall 3/0 nylon, 

occasionally 2/0 on the back 
Legs 3/0 nylon. 


For lacerations across joints use thicker- 
gauge suture material. 


Meticulous cleaning is essential before 
any dressing or suture. First clean the wound 
with chlorhexidine, then infiltrate local anaes- 
thetic for more thorough cleansing and, if 
necessary, debridement. Hydrogen peroxide 
is excellent for cleaning dirty wounds, and 
should be followed by copious irrigation with 
saline. Fragments of dirt can be removed with 
fine forceps. If doubtful about wound conta- 
mination, opt for delayed suture. Shave the 
area around the wound - subsequent closure 
will be easier and possible contamination 
less. A sterile paper sheet with a window is 
ideal for exposing just the wound site. Do not 
drag suture material across clothing and 
unclean areas of the body. Before suture, 
spray the wound with povidone-iodine (Dis- 
adine) spray. 


For traumatic wounds infiltrate the area 
with 1% or 2% lignocaine plain. The maximum 
safe dose is 200 mg. Infiltrate directly through 
wound edges with the finest needle possible. 
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Digital blocks may be necessary, using 1 ml. on 
either side with a proximal tourniquet, but do 
not exceed 20 minutes. 


Three common types of suture are: inter- 
rupted sutures are adequate for most wounds, 
but where there is inversion of the wound 
edge, use mattress sutures. Continuous closure 
is quick but has the disadvantage that if infect- 
ion occurs all the sutures have to be removed. 
Avoid subcuticular suturing in the manage- 
ment of traumatic wounds. 


Dressings: 


For dry wounds use an appropriate dry 
dressing. Where there are abrasions related 
to a laceration use antibiotic impregnated 
gauze. Lacerations of fingers and hands are 
common and resting the arm in a sling helps 
to protect the affected part and reduce swelling 
and infections. Lacerations of the leg in the 
elderly need rest and elevation to diminish 
peripheral oedema and encourage healing. 


Tetanus immunisation 


All who have sustained a laceration and 
have not had a tetanus booster for more than five 
years should have one; beyond 10 years a fresh 
course should be started. 


Antibiotics are useful only if administered 
before bacteria have become established in 
the wound. A dose of intramuscular penicillin 
followed by a five-day course of oral penicillin 
which will prevent multiplication of Clostri- 
dium tetani spores is useful. Erythromycin 
is a good alternative for those allergic to peni- 
cillin. For grossly contaminated wounds a 
broad-spectrum antibiotic such as cephradine 
is satisfactory. 


Clean wounds can be left dressed until the 
sutures are removed. Where there is risk of 
contamination and wound infection reassess 
the situation after about three days. If there 
is evidence of infection, take wound swabs. 
In general, the lower a laceration occurs on 


OCTOBER 1989 





Occasional Review 





the body, the longer the wound takes to heal. Healing times are shorter in children and 
The following is a guide for removing sutures: longer in the elderly. 
Scalp and facial з 
wounds $6 0894 (The Practitioner 8 March 1988, Vol. 232) 
Arms 7-10 days { 
Front of trunk 7-10 days 
Back of trunk 10 days to 2 weeks 
Legs 2 weeks 
* * * * * * 


Patients with a variety of symptoms often present to practitioners of alternative 
medicine and it is likely that food allergy will be diagnosed on the basis of invalid 
investigations. Many of these patients have functional disorders, such as irritable bowel 
syndrome, depressions, or hyperventilation, and nutritional deficiencies may result from 
treatment. More importantly, incorrect diagnosis and treatment may delay the diagnosis 
of serious organic disease such as colonic neoplasia, coeliac disease, inflammatory bowel 
disease, or anorexia nervosa until the disease is advanced, and in two of the patients 
reported on here this led to death. 


Doctors need to be aware that the diagnosis of food allergy is usually incorrect 
and may obscure readily treatable but potentially lethal conventional diseases. 


(BNU Vol. 297 17 Sep. '88) 
* * * * * * 
What treatment is advised for local abdominal obesity in men? 


Local abdominal obesity is usually a regional exaggeration of more general obesity 
and correction by dietary restriction and discipline is, therefore the main treatment. 
This may leave local obesity of lesser severity which the patient may think is not worth 
surgical treatment. 


Surgical alternatives are panniculectomy and liposuction. Panniculectomy, often called 
apronectomy when the adiposity is gross, is a cosmetic procedure which mereiy execises 
the localised obesity. It does have clinical benefit in relieving backache and psychiatric 
problems secondary to obesity with such problems as are related. Liposuction is a relatively 
new procedure. Fat is aspirated using a high powered suction pump and large mecai 
cannula which is reamed forward and backwards until the localosed adiposity is removed. 
As a technique it is more appropriate for lesser degrees of obesity 


(BMJ Vol. 997 17 Sep. '88) 
* * * ж * * 


- A 71 year old man with longstanding diabetes complained of urinary symptoms and 
was found to have a mass in the bladder measuring 11 x 7 x 4 cm. (Journal of Clinical 
Pathology 1988; 41, 1234-4). This proved to be a fungus ball. There have been similar 
previous reports in diabetics and accounts in the distant past of fibrin stones, sarcoido- 
pseudoliths, and albumin stones may well have been fungal masses too. 


(BNU Vol. 297 Dec. '88) 
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Glomus tumor 


A glomus tumor is usually a small, red- 
blue benign neoplasm which arises from the 
cells of a glomus body. The glomus apparatus 
consists of three vascular components, an 
afferent artery separated from an efferent 
venule by convoluted channels. These convo- 
luted channels are encased by multiple layers 
of epithelioid glomus cells. Many nerve fibers 
also surround these channels. The principal 
function of this structure appears to be local 
readjustment of the vascular flow mediated 
by factors present within the vascular lumen. 
Glomus bodies are most commonly located 
in the skin of the distal fingers and toes, espe- 
cially under the nails. It is no surprise, then, 
that these are the most common sites of glomus 
tumors. Although usually located in the skin 
of the extremities, they have also been repor- 
ted to occur in other sites including the stomach. 


Clinically this rare gastric tumor can mimic 
most of the benign and malignant lesions of 
the stomach. Although this benign gastric 
lesion does not cause the symptoms of a meta- 
static process, common clinical features do 
include gastrointestinal bleeding, peptic ulcer 
like symptoms, and the presence of an antral 
mass on an upper GI series. Analysis of the 
more than 70 cases in the world literature 
shows that glomus tumors of the stomach 
have occurred in patients from age 18 to 89 
and had no predilection for either sex. The 
tumors are usually solitary, solid and average 
2 to 3 cm in diameter. They tend to be sub- 
mucosal although erosion and ulceration of the 
overlying mucosa are common. They are most 
frequently prepyloric or antral in location. 


The histological identification and differ- 
entiation of this tumor from the more common 
gastric neoplasms is of critical importance 
because the glomus tumor is essentially benign 
and does not warrant a radical surgical pro- 
cedure. Histologically the tumor is characte- 
rized by convoluted vascular channels and 
nests of round clear cells arranged in an orga- 
noid pattern. Glomus tumors can be difficult 


to differentiate on frozen section from the 
more common gastric tumors such as carcinoid 
tumors, smooth muscle tumors, and lympho- 
mas. All of these neoplasms are malignant 
or potentially malignant except the glomus 
tumor, which is benign. The critical histologi- 
cal feature that distinguishes a gastric glomus 
tumor from the others is the fundamental 
composition of characteristic glomus cells and 
irregular vascular channels seen in this tumor. 
It is the associated vascular channels in parti- 
cular that set the glomus tumor apart from 
carcinoid tumors with which it is frequently 
confused on {тотеп section as in the case 
presented here. It is of course, necessary, 
in making the diagnosis, to be aware that 
glomus tumors can indeed occur in the stomach. 
А benign pancreatic crest is another submucosal 
gastric lesion that should be readily differenti- 
ated microscopically from glomus tumors. 


Local excision is adequate therapy for 
glomus tumors of the stomach. 


(Military Medicine 153, 8:417 1988) 
* * * 
Silicosis 


Silicosis is fibrosis of the lung caused by 
the inhalation of sufficient free silica to over- 
whelm the lung's defences. Clinically, it spans 
the spectrum from radiological abnormality 
without any impairment to severe impairment 
and shortened life expectancy. 


Eighty percent of the cases came from 4 
industries-ferrous foundries, refractories, 
cermics factories, and stone and ore crushing. 
Rounded opacity 1,5-3 mm in diameter is the 
radiological hallmark of silicosis. In coal work- 
ers, an association between irregular opacities 
and both emphysema and interstitial fibrosis 
found at autopsy have been described. 


Simple chronic silicosis is described as a 
disease with little in the way of symptoms, 
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signs or lung-function impairment in the early 
stages. Where such are present, they are poorly 
correlated with radiological profusion, and 
are attributed to other causes, particularly 
smoking, but also to the effect of dust exposure 
on the airways. Groups such as foundry work- 
ers may in addition be exposed to a variety 
of dusts and gaseous emissions with resultant 
chronic respiratory effects. Nevertheless, 
dyspnoea and diminished FVC may be attri- 
butable to silicosis alone. 


The high prevalence of dyspnoea, cough 
and of airflow limitations among simple 
silicotics can be attributed to relatively 
intense dust exposures resulting in more 
severe silicosis as well as in airways disease, 
to smoking, and possibly to the effect of air 
pollution in working-class homés and resi- 
dential areas. The frequency of chest pain is 
difficult to explain, but reporting of this symp- 
tom may reflect language differences between 
doctor and patient. Progressive massive 
fibrosis is clearly a highly symptomatic disease 
with a range of physical findings and lung- 
function abnormalities, of which airflow limi- 
tation may be more common than restriction. 
Silicosis is wholly a preventable disease. 


(SAMJ Vol. 73. 18 June '88) 


* * * 
Flash burns 


Arc eye or welder's flash is a keratocon- 
junctivitis caused by exposure to ultraviolet 
radiation emitted by electric welding arcs. 
The cornea and lens can absorb ultraviolet 
radiation and prevent it from reaching the 
retina, but radiation in the visible spectrum 
is not absorbed and can cause thermal burns 
and photochemical damage. 


The MIG welder (metal arc inert gas 
welder) is a type of arc welding equipment 
that until recently was expensive and likely 
to be used only by professionals, who should 
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be aware of the need to take precautions. An 
inexpensive model is now available and is 
gaining popularity with do it yourself enthu- 
siasts. The latest issue of the British journal 
of ophthalmology contains two case reports 
of patients after sustaining retinal burns from 
MIG welders. 


In a MIG welder the arc is ensheathed in 
a stream of inert gas, which prevents the 
molten metal oxidising in air. The stream of 
gas changes the character of the emitted radi- 
ation, which may pose an increased threat 
to the sight of the user. 


The arc produced is more intense than a 
conventional arc. and the protective visor 
has to be much thicker. This reduces visibility, 
and both patients admitted that they have 
repeatedly used their MIG welders without 
a protective visor. As welding is often done 
in dim conditions the pupils are likely to be 
dilated, so if an inexperienced welder is tempted 
to remove his visor the risk of injury is increased 
even further. Pupillary constriction is too slow 
to prevent retinal damage from the surge of 
ultraviolet and blue light that is emitted in the 
first 50 milliseconds after the arc is struck. 


Amateur welders need to know and follow 
instructions about wearing a suitable visor, 
working in well lit conditions and not welding 
too close to the face. 


(BMJ Vol. 297 August 88) 
* * * 


What are the measures that can be em- 
polyed in the treatment of post lumbar punc- 
ture headache? 


Although most lumbar puncture head- 
aches last less than four days, the debilitating 
nature of the symptoms occasionally calls 
for aggressive management. The conservative 
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measures used are bed rest, analgesia and 
progressive hydration with reassurance while 
the epidural blood patch technique is reserved 
for more severe resistent cases. i 


Bed rest, where CSF pressures are nearly 
equal in the lumbar areas and cisterns yields 
relief by minimizing the effects of gravity on 
pain sensitive intracranial structures. Bed rest 
thus reduces symptoms without hastening 
recovery. Mild analgesics like acetaminophen, 
ibuprofen etc may be tried first, with esca- 
lation to narcotic agents if needed. Hydration 
is universally advocated in the treatment of 
post lumbar puncture headache although 
comtrolled studies are not available. Theoreti- 
cally adequate hydration ensures a ready 
pool of fluid for the manufacture of cerebro- 
spinal fluid. Oral or intravenous hydration 
are safe and easily titrated. 


The epidural blood patch is the most 
effective therapy for persistent post lumbar 
puncture headache but its use should be limi- 
ted to patients with a debilitating headache 
refractory to conservative management. It 
should be done under close supervision of an 
experienced person. The technique is as 
follows: an epidural tap is done at the level of 
the previous lumbar puncture. A small amount 
(10 to 20 ml) of the patient's own blood is 
aseptically drawn into a syringe and slowly 
injected into the epidural space. The injection 
is slowed or discontinued if back pain develops 
and discontinued if paresthesias develop. 
Concomitant intravenous hydration is admini- 
stered while the patient lies supine for an hour. 
Relief is usually instantaneous. The initial 
relief is due to the prompt elevation of the 
CSF pressure. Lasting relief is probably due to 
stopping the CSF leak. Most failures are 
thought to be due to injecting an inadequate 
amount of blood, an incorrect diagnosis, or not 
injecting blood into the epidural space. Resi- 
dual back stiffness may occur in up to 15 per 
cent of patients but resolves within one day to 
three months. Blood should be injected no 
more rapidly than 1 tó 2 ml. every 10 seconds. 
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The procedure should be terminated if paras- 
thesias develop and slowed or terminated if 
back or neck pain occurs during the injection. 


(Journal of Applied Medicine Nov '88) 
* * * 


Tropical myositis 


Tropical myositis is a bacterial infection 
of skeletal muscles that often results in an 
abscess. This condition has been studied 
worldwide and it has been diagnosed most 
often in tropical areas of the world. The highest 
incidence occurs in Uganda and New Guinea. 


The etiology of this condition is unknown. 
Several associated factors have been suggested 
and include. (1) Septic overload associated 
with low living standards, (2) trauma to tbe 
involved muscle with superimposed infection 
(3) vulnerable muscles previously damaged 
by parasites, (4) viral infection (5) immuno- 
globulin (IgM) antibody deficiency against 
Staphylococcus arreus, and (6) nutritional 
or dietary factors. 


In New Guinea, a country of high incidence 
of this disease, the staple diet is sweet potatoes 
and yams, which are low in protein. This diet 
results in low output of intestinal proteases. 
In addition, sweet potatoes contain inhibitors 
that further decrease protease activity. The 
unaccustomed and sudden ingestion of large 
amounts of protein as in pig feasting may result 
in a condition called “Pigbel”. Pigbel is a con- 
dition caused by undigested protein in the 
intestine, which encourages the growth of 
clostridium perfringens whose toxins can cause 
necrosis of muscle coats, as well as peritonitis. 


Historically, the incidence of tropical 
myositis in Japan corresponded to the culti- 
vation of sweet potatoes as a major crop at the 
end of the 19th century. The incidence de- 
clined as consumption of sweet potatoes 
declined, and as protein intake gradually 
increased. Malaysia and most Asian countries 
although tropical, demonstrate a rare inci- 
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dence of tropical myositis and they are predo- 
minantly rice-growing areas. 


(Hawaii Medical journal Vol. 47 Oct. '88) 


* * * 


Low birth weight and risk of high blood press- 
ure in adulthood 


The finding that high blood pressure runs 
in families suggests that hypertension is an 
inherited disorder. The familial pattern of 
high blood pressure has been recorded from 
the first week of life up to adulthood. Though 
the pathogenesis underlying established hyper- 
tension is unknown, there is evidence that 
both genetic and environmental factors inter- 
act in susceptible people. Hypertension of 
pregnancy, irrespective of definition, has 
also been shown to have a very strong familial 
association. With a view of identifying people 
at risk of developing high blood pressure later 
in life we focused attention on those who 
had been small for gestational age at birth. 
Thus in fetuses with retarded growth Doppler 
ultrasound has shown evidence of increased 
peripheral resistance to flow in the descending 
aorta. We thought it important to elucidate 
whether people with a history of growth 
retardation in the fetal period, irrespctive 
of cause, are prone to high blood pressure as 
adults. To this end young men were studied 
at an age when the known effects of growth 
and maturation on blood pressure have sub- 
sided and the incidence of hypertention due 
to vascular degeneration has not begun to 
rise. 


The cut off value (90 mm Hg) defining 
high diastolic blood pressure was adopted 
because it had been used in earlier studies 
on the same subjects and represented the mean 
and 2 SD of diastolic;systolic pressure was 
disregarded in our series because several men 
with high diastolic pressures had a systolic 
pressures below 145 mm Hg. 
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Though the relation between low birth 
weight and subsequent high diastolic blood 
pressure appears not to have been reported. 
Several studies have examined the relation 
between hypertension in pregnant women 
and high blood pressure in their offspring. 
Increased blood pressure during childhood 
has been noted in daughters but not sons of 
pre eclamptic mothers, this finding was not 
confirmed in a later study of children of roughly 
the same age. Children aged 3-6 years and born 
to mothers with hypertension in their first 
pregnancy had higher blood pressures than 
children born after a normotensive pregnancy. 
Moreover, children of mothers whose blood 
pressures remained high after a hypertensive 
pregnancy had a higher average blood pressure 
than children of women whose blood pressures 
returned to normal after pregnancy. Both 
groups of children had higher blood pressures 
than children with a history of normotensive 
gestation. 


In only a third of cases of intrauterine 
growth retardation was there a history of pre 
eclampsia and related disorders. The relation 
between retarded fetal growth and increased 
adult blood pressure тау also be due to envi- 
ronmental factors, the nature of which is 
unknown. Doppler ultrasound measurements 
of blood velocity waveforms show intrauterine 
growth retardation to be accompanied by 
reduced or abolished forward flow velocities 
in the fetal aorta and umbilical arteries at end 
diastole, indicating increased total peripheral 
resistance to blood flow instead of the physio- 
logical decrease that normally occurs with 
advancing gestation. These findings have 
been substantiated by histological evidence 
of reduced placental vasculature in growth 
retarded cases. Increased pressure in the 
systemic fetal circulation as a mechanism for 
maintaining placental perfusion is suggested 
by increased pulse wave velocity in the aorta 
of growth retarded fetuses as compared with 
fetuses of normal growth. Possibly if increased 
pressure in the fetal circulation occurs at a 
vulnerable stage of development it might 
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adjust the blood pressure regulating system 


to a higher than normal set point, thereby 
inducing the postnatal circulatory system 
to work at increased pressure. Conceivably, 
restriction of placental blood flow, rather 
than any genetic signal, may be responsible 
for high blood pressure in the offspring. 


The data suggest that people born small 
for gestational age are at risk of high blood 


* * * 


pressure in early adult life and that intrauterine 
growth retardation may be an important pre- 
dictor of sübsequent hypertensive disorder. 
Whatever the mechanism responsible for 
hypertension, these findings, though requir- 
ing confirmation, suggest an important late 
effect of being born small for gestational age. 


(BMJ Vol. 296 May '88) 


* * * 


Heroin inhalation and asthma 


The hazards of intravenous heroin abuse are well known, but the practice of heroin 
inhalation (Chasing the dragon) is considered by many to be fairly innocuous. On the 
contrary, heroin inhalation may provoke rapid onset of severe or even fatal bronchospasm 
in young adults with severe asthma. Such subjects may develop severe hypoxaemia and 
even respiratory arrest soon after inhaling heroin. As drug abuse is often concealed or 
denied, doctors need to be aware of this possibility in patients at risk of substance 
abuse who present with worsening asthma with no other explanation. Subjects. with 
asthma who wheeze after inhaling opiates are at risk of developing acute severe asthma, 


which could be fatal. 


* * * 


(ВМ) Vol. 297 Dec. '88) 


* * * 


Occasionally a newborn infant may be found to have a distended gall bladder may 
be as much as 5 cm. long. And with ultrasound imaging safe and easy the diagnosis 
may be made more frequently in the future. The message from a report of three cases 
in the “Archives of Disease in Childhood” (1988. 63, 554-5) is reassuring: in all three 
infants the mass resolved spontaneously. The authors suggest that peripartum asphyxia 
may induce atonic distension of the gall bladder as it is known sometimes to induce 


ileus. 


* * * 


(BMJ Vol. 296 May '88) 


* * * 


A tender, slightly fluctuant lump under the left side of the chin of a 14 year old girl 
was diagnosed as adenitis. Despite antibiotics she got worse, and it was then discovered 
that she had been playing the violin since the age of 3. Her lump soon subsided with 
compresses and o rest from practice. “Fiddler's neck" is well known among professional 
musicians; violin lessons start early for the talented youngster and practising is long and 
arduous. The lesson for doctors is to take an occupational history - even from children. 


* * * 


(BMJ Vol. 997 Sep. '88) 


* * * 
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Book Review 


System of operative surgery 
Sankar P. Sengupta 


Publishers: Academic Publishers, 
12/1A, Bankim Chatterjee St., 
Calcutta-700 073. 


Year: 1988 
Price: Rs. 100/- 


The second volume of system of operative 
surgery deals with gastro intestinal operations 
excluding the anorectal region. The first 


volume of this series was published in 1981. 


Surgery for hernia is the commonest day to 
day work for a general surgeon and the chapter 
on abdominal hernia gives numerous practical 
points for a practising surgeon. The preoper- 
ative care for a patient who is to undergo 
abdominal operations is the basic need to 
prevent post operative complications. A good 
exposure of the operative field depends upon 
the incision. An elaborate discussion has been 
done in the 2nd chapter on preoperative care 
and abdominal incisions. The various types of 
abdominal incisions, their advantages and 
disadvantages are discussed. 


The other chapters deal with the operations 
on individual organs like stomach and duo- 
denum, spleen and portal hypertension, liver, 
gall bladder bile duct and pancreas. Surgery 
on intestine has been divided into two sect- 
ions, one for the small intestine and the other 
for large intestine. 


The last chapter is completely devoted for 
abdominal trauma under the heading of 
laparotomy for abdominal injuries. Every 


will be also useful for a practising surgeon 
for ready reference. 


(Dr. P. Sivalingam) 
* * * 
Child health A text book for the D.C.H 
Ed.David Harvey & Ilya Kover 


Publishers: Churchill Livingstone 


Publications: B.I. Publications (P) Ltd., 
Promotion Department, 
61-63, Lakshmi Building, 
4th Floor, Sir P.M. Road, 
Bombay - 400 001. 


Year 1985 


Price: £ 22.00 


This book is primarily for the use of doctors 
interested in preparing for D.C.H. examinat- 
ion in U.K. and secondarily for family doctors. 
It is useful in dealing with the basics especially 
in earlier chapters on clinical examination, 
growth and development, aspects of prevent- 
ion and general practice, neonate, nutrition, 
etc. Except one chapter on Tropical child 
health in the nonindustrialised world, the 
book is not adequate to the needs of our 
set up. The syllabus, scopes and aims of: 
D.C.H. training vary so much from place to 
place and time to time that it is difficult for 
any book for examinees to have any universal 
value. 


(Dr. T.K. Subramanian) 





young surgeon must know about the resus- i x a! 
citation and the follow up management of , 
abdominal injury. This chapter deals with ай — "^ maturity 
the practical aspects in abdominal injury. ^^^ Victor Yu & Carl Wood 
This book will be very useful to all medical Publishers: Churchill Livingstone 
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Publications: B.I. Publications (P) Ltd., 
Promotion Department, 


61-63, Lakshmi Building, 
4th Floor, Sir P.M. Road, 
Bombay - 400 001. 

Year 1985 

Price: £ 30.00 


The book is an interesting and compre- 
hensive reference volume on the pathophy- 
siology of prematurity. It spans a wide range 
of aspects, starting from epidemiology and 
ending with psychological issues, ethical values 
and future researach, obstetric and anaesthetic 
management and physiological adaptation 
at birth are outlined clearly. Neonatal compli- 
cations especially periventricular haemorrh- 
ages and the survical especially neuro develop- 
mental aspects are discussed well. The book 
is an asset to postgraduates and neonatologists. 


(Dr. T.K. Subramanian) 
* * * 
Manual of Paediatric emergencies 
Hoseph Zange 


Publishers: Churchill Livingstone 
Lendon. 


* * * 


Publications: B.I. Publications (P) Ltd., 


Promotion Department, 
61-63, Lakshmi Building, 
4th Floor, Sir P.M. Road, 
Bombay - 400 001. 


Year 1987 
Price: £ 32.00 


It is increasingly being recognised nowa- 
days that children are not little adults. But how 
different the problems in children are can only 
be understood by a doctor faced with an acu- 
tely ill or injured child, be it in a G.P. clinic 
casuality or emergency ward of a hospital. 
To decide whether it is a real emergency or 
trivial ailment may be difficult at times and 
guidelines on what to do or follow up are also 
not readily available. 


In crisp but comprehensive style the book 
sets out its claim to be a *must' on the shelves 
of paediatricians, casualty and emergency 
ward residents dealing with children. 


(Dr. T.K. Subramanian) 


* * * 


* * * 


Н series of papers and an editorial in the "Neu England Journal of Medicine" (1988, 
319 757 - 61; 784 - 90) paint a disturbing picture of the effects of commercial pressures 
on doctors. Those working for profit companies are complaining that pressure is put on 
them to order investigations in order to generate income. in his editorial Arnold Re Iman 
calls for safeguards to ensure that professional values take precedence over "business 
imperatives that may be incompatible with the proper care of patients”. 


* * * 


(BNU Vol. 997 8 Oct. '88) 


* Е: * 


Damage to the retina from people looking at the sun is usually associated with 
eclipses; but ophtalmologists in Ireland (British Journal of Ophthalmology 1988; 72, 931-4) 
have recentiy seen four patients with solar retinopathy caused by their staring at the sun 
in the hope of seeing religious apparitions. Three of the four have been on pilgrimages to 
Medjugorje, Yugoslavia, and had looked into the sun for minutes on end - with the result 


that they developed central scotomas. 
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Glimpse into History 


PAUL BROCA 


There are many famous men of medicine 
and surgery, whose names instantly bring to 
our mind eponyms in their name. Their contri- 
butions however far outnumber the eponyms. 
Paul Broca’s name is immortalised in the 
speech area of the dominent hemisphere of 
the brain and he was the pioneer in the concept 
of localisation of brain function. But he was 
also an anthropologist, writer, statesman 
and surgeon - all in one. 


Paul Broca (1824-1880) was born in Sainte 
Fry la Grande in France. As a graduate stu- 
dent, he had his options open for medicine or 
for any other career. He said: “Querer es 
poder” “to will is to win”. After qualifying, he 
rose progressively in the surgical faculties 
of Paris hospitals and became professor of 
surgery at the age of 34. His early publications 
were on anatomy like the ‘Atlas of Descriptive 
Anatomy’. He wrote a treatise on aneurysms, 
their pathogenesis and treatment, making as 
many as 1100 clinical observations. Another 
of his major treatises was on pathology of 
tumours. 


He was interested in anthropology and 


he made a painstaking comparison of the 
relative weights of the brains of the Germans 


* * * 


and the French and concluded that they did 
not differ! He introduced modern methods 
of craniometry and devised the occipital 
crochet. 


From his autopsy studies, he diagnosed 
brain lesions in correlation with the neurolo- 
gical deficit in life. His description of aphemia 
(later changed to aphasia) was criticised by 
his peers like Pierre Marie (discoverer of 
acromegaly). As an anthropologist, Broca 
was opposed to the polyphyletic theory of 
the origin of races; he said "I would rather 
be a transformed ape than a degenerate son 
of Adam" 


By acruel irony of fate, Broca was unaware 
that he had the same disease on which he wrote 
the monumental treatise - aneurysm. But 
despite his infirmity, he participated in all the 
important scientific and social activities of 
Paris and France. He died in harness, when 
he had a sudden precardial pain (? infarction) 
while sitting in the senate. АП leading sur- 
geons of Europe and his colleagues in the 
senate paid rich tributes to Paul Broca. Years 
later one of his admirers gave the brain area 
of speech, Broca's name. 


(Dr. N. Hariharasubramanian M.D.,Ph.D.) 


* * * 


The last documented cose of smallpox occurred in 1977. The apparent eradication 
of smallpox resulted in the May 1980; hence the World Health Organization recom- 
mendotion to stop routine smallpox vaccination. However, because of the potential 
threat of smallpox being used as a weapon in biological warfare, the United States 
Army has continued to vaccinate active duty soldiers with vaccinia virus after testing 


for human immunodeficiency virus (HIV). 


* * * 


(Military Medicine 153, 8:397 1988) 


* * * 


————— 
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A middle-aged executive man presents 
With insidious development over the preceding 
2 months of lethargy, lack of appetite, hyper- 
somnia, constipation and weight loss - in sig- 
nificant contrast to his exuberance, extra- 
vagance and flamboyancy during the 2-3 
months prior to the illness. Clinical examinat- 
ion and laboratory investigations were un- 
remarkable. Pulse 68/min, regular; BP 110/70 
mm Hg. Hb: 12.8 gms %; no evidence of malig- 
nancy. He is not a diabetic and is a teetotailer 
and non-smoker. 


| Case of the Month 


What is the likely diagnosis? 

Compiled by: 

(Dr. N. Hariharasubramanian M.D., Ph.D.) 

* * * 

Answer to Case of the Month - September '89 

1. The likely diagnosis is volvulus. 

2. The most probable site in the elderly age 
group is sigmoid. 

3. X-ray. It wouid show horse-shoe loop of 
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intestine. 
* * * * * * 
Alcohol and gout 


Aicohe! and gout have long been associated in the medical and lay mind. Over 
100 years ago Garrod thought that fermented liquors were the most powerful of all 
predisposing causes of gout. 


The metabolic disorder in gout results in too much urate in the blood and tissue 
fluids, and there are several possible ways that alcohol could contribute to this excess. 
The high energy content of alcohol predisposes towards obesity, and body weight and 
uric acid concentrations are related. Drinking alcohol to excess produces moderate hyper- 
trigiyceridaemia which is associated with hyperuricacidaemia and gout. Alcohol may have 
a role in “washing down huge platters of meat" - itself known to predispose towards gout. 


Acute alcoholic intoxication may produce transient lactic acidaemia and ketosis, lead- 
ing to inhibition of the renal tubular secretion of urate and to hyperuricacidaemia. Long 
term oral and short term intravenous administration of alcohol to patients with gout 
showed that alcohol increases the synthesis of urate by increasing the turnover of adenine 
nucleotides. Beer drinkers may have to contend with not oniy the hyperuricacidaemic 
effects of alcohol but also the high purine content of beer. Taken together these studies 
suggest that the long term consumption of alcohol increases the synthesis of urate 
while acute intoxication makes things worse by reducing its excretion. 


(BMJ Vol. 298 Apr. '89) 
koo * * * * * 


‘Go placidly amid the noise and hoste, 

and remember what peace there may be in silence. 
As far as possible without surrender 

be on good terms with all persons. 

Speak your truth quietly and clearly; 


and listen to others, even the dull and ignorant; 


Desiderata 1692. 
(Journal of Royal Society of Medicine Vol. 81 Dec. '88) 


they too have their story ..... 
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€.C.G. Quiz 





A 70-year old man has chronic obstructive 
lung disease (chronic bronchitis and emphy- 
sema). He has no clinical evidence of cor pul- 
monale. What are the abnormalities seen in 
the ECG? 


(Dr. N. Hariharasubramanian M.D.,Ph.D.) 
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Answer to ECG Quiz - September '89 
The ECG shows 


SV, + RV4,35 mm suggestive of left ventri- 
cular hypertrophy (LVH) 


ST and T are not directed opposite the QRS. 
These are due to ischemia, because of clinical 
history. They may also be non specific. 


ST depression in V2is very uncommon 
in LVH. 
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* * * 


Are there any medical hazards to occupants of vehicles with-oirconditioning units? 


The potentio! health hazards of airconditioning systems in buildings have been widely 
discussed, The systems may use equipment containing stagnant water, and if this is colo- 
nised by micro-organism and they or their breakdown products become airborne ilinesses 
such as Legionnaires’ disease and humidifier fever may result. 


Airconditioning systems in motor vehicles differ from those in buildings in one important 
way: they do not contain water. They are simply refrigeration units, attached to the engine 
bulkhead to cool the indrawn air. The coolent is o fluorocarbon, usually dichlorodifluorpro- 
methane (ССР). This compound has been shown to cause dizziness when inhaled as a 
5% concentration in air and unconsciousness at 15%. These concentrations are equivalent 
to 50 000 and 150 000 ppm respectively: the current United Kingdom occupational expo- 
sure limit is 1000 ppm for eight hours and 1250 ppm for 10 minutes. The compound has 
also been implicated as a cause of cardiac arrhythmia and arrest, particularly in states of 
anger and excitement associated with high circulating adrenaline concentrations. Such 
states may (as well know) arise while driving. Thus leakage of the refrigerant into the 
passenger compartment could pose a risk to health. If dichlorodifluoromenthane is exposed 
to hot metal or flame it will decompose, producing highly toxic gases, such as hydrogen 
fluoride and hydrogen chloride. These dangerous compounds could, therefore, be produced 
as the result of collision or fire. In reality it is much more likely that injury or death would 
result from trauma or burns. 


(BMJ Vol. 298 14 Jan. '89) 


* * * * * * 
RUTOLOGUS BLOOD TRRNSFUSION 


Recently a new concept hos emerged in blood transfusion, which can totally elimi- 


nates transmission of various diseases via blood transfusions to unsuspecting patients. 
A study describes 113 patients having major operations who received autologous blood. 
All these patients visited the blood banks and deposited blood at regular intervals 
twenty weeks before their elective operations. Almost upto seven units were transfused 
perioperatively and there were no complications. This would then seem an important 
development in prevention of transinission of diseases through blood transfusion. 


(Journal of Bone & Joint Surgery (1987), 69A, 320) 


* * * * * * 


Effect of dietarysalt on bronchial reactivity to Histamine in asthma. 


in arecent epidemiological survey increased dietary salt intake was positively bei 
ted with bronchial reactivity to inhaled histamine. If this association 15 important in the 
pathogenesis of asthma a similar relation would be expected in individual patients. 


The way in which increased salt intake may cause increased bronchial hyperreactivity 
is unclear. Animal studies have shown that sensitised smooth muscle shows с 
as a consequence of increased activity of the cell membrane sodium pump ond s s um 
influx. Increased sodium intake may possibly augment this effect. As the degree E m 
mine reactivity is related to the severty of symptoms in asthma these results also indicate 
that a high dietary salt intake may contribute to the severity of asthma. 


(BMJ Vol. 297 13 Aug. '88) 


E 


| Medi-Quiz 


Select the correct answer: V. In which of these is classical “fork- 
deformity” seen? 
I. “Raccoon” eyes are seen in: 
A. Coiles’ fracture 
B. Barton’s fracture 


A. Amblyopia C. Smith's fracture 

B. Anisocoria 

C. Depressed skull fracture 

D. Adie's pupil VI. What does ABCDE stand for in primary 


survey of trauma victims? 


II. Battle's sign is seen in: 
VII. Celiotomy is: 


A. Depressed skull fracture 


B. Acute cholecystitis A. Division of iris 
C. Pneumothorax B. Cervical sympatectomy 
D. Strangulated hernia C. Opening abdomen for intraperito- 


neal exploration 
D. Laminectomy 
Ш. Ladin's sign is seen in: 


УШ. Blue-grey phenomenon is seen with 

A. Ascites (loculated) prolonged use of: 
B. Uterine prolapse 
C. First trimester of pregnancy 
D. Rectocele A. Quinacrine 

B. Phenothiazines 

C. Nicotine 

IV. Beau’s lines on nails are: 


(Compiled by: 
A. Vertical white lines 
B. Transverse grooves 
C. Seen in cirrhosis Dr. М. Hariharasubramanian М.О. Ph.D). 
D. Seen in myocardial infarction 
E. A and C 
F. B and D 


(For answers see page 5 8 9) 


Corrigendum to August '89 issue 


In the article titled “Clinical and immunological aspect of Giardia Lamblia” published 


in August '89 issue on page 440, the name of the first author should read as: 


“Dr. Prabhat Kumar” instead of “Dr. Кари! Kumar". 
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UJrong dosage 


Dr. lan Roderick wrote a prescription for Mrs. Joan Dwyer, who had complained to him 
of severe headaches, for a pain killing drug which was proved successful in the treatment 
of migraine. The drug ergotamine tartrate (Migril) is extreamely dangerous if not taken in 
proper doses. It can produce gangrene. Dr. Roderick did not prescribe the drug in the proper 
doses. Mrs. Dwyer took the prescription to the pharmacy of Cross Chemists (Banbury) Ltd; 
There she was given ergotamine tartrate in a container displaying the exact dosage as 
‘recommended by Dr. Roderick. 


Mrs. Dwyer began to take the drug os directed and rapidly became very ill. During 
this time she was seen by a partner of Dr. Roderick, Dr. Jackson, who called to see 
Mrs. Dwyer from his own home and therefore did not have her medical notes with him. 


He was unaware that Mrs. Dwyer was taking ergotamine tartrate. He had examined 
drugs that were on her bedside table but had not seen ergotamine tartrate. By the time 
that the mistake was discovered Mrs. Dwyer was suffering from gangrane and her toes 
had to be amputated. As a result she became permanently crippled. 


(BMJ Vol. 297, 13 Aug. '88) 
* * * * * * 


Respiratory muscle weakness in Addison's disease. 


Patients with Addison's disease may rarely present with wheezing due to asthma. 
More commonly they have non-specific symptoms such as weakness, dizziness, and weight 
loss. 


In Addison's disease generalised fatigue is common and is usually attributed to non- 
specific malaise. Evidence of weakness in both respiratory and quadriceps muscles was 
observed in one patient. The weakness in the respiratory muscles probably resulted main- 
ly from myopathy. Thus just as steroid myopathy may be induced by Cushing s syndrome 
or by excessive corticosteroid administration, so a lack of corticosteroid also seems to result- 
in muscle weakness and myopathy. 


(BMJ Vol. 297 13 Rug '88) 


* ж ж ж ^ 


IS AN ICE BATH Of THE AFFECTED SHIN SUITABLE EMERGENCY TREATMENT FOR A BURN? 


About 80% of burns are caused by thermal injury for which first aid treatment should 
consist of removing the heat source and cooling the heated tissue to limit the extent 
of damage. Immersion of a patient with burns in an ice bath would cool the burn but may 
have serious effects on the patient's circulation and respiration. Application or running 
cold water from a top or shower is safer, more efficient, and more practical, The water 
should be applied direct to the burnt skin after removal of clothes. This treatment, which 
“not only limits the extent of damage but aiso relieves pain, should be continued for 
several minutes. Application of antiseptic cream, commonly advocated as first aid treat- 
ment in the past, may relieve the discomfort’ of the burn but does littie to reduce the 
extent of burn damage. Antiseptic and antibacterial topical applications, however, may be 
used later in the definitive dressing of the burn wound. 


(8.MJ. Vol. 296 19 March 1988) 


| | Word Search Puzzle | 
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Clues Across 


= 


. Abbreviation of one constituent of blood 


4. One type of fracture of bone around the 
wrist is named after him. 


8. Hydrophobia is also known by this name. 


9. One of the gratest physicians and medical 
teachers of all time. 


10. Fracture of this bone may cause pneumo- 
thorax. 


11. Its discovery is a boon to therapeutics. 
13: A spasmodic involuntary movement 


14. Abbreviation of a drug used in the treat- 
ment of organophosphorus poisoning. 


15. It is a process by which nuclei divide to 
produce two identical daughter nuclei. 


18. A mass of fibroid tissue covered by epi- 
thelium which has been formed in the 
repajr of a wound. 

19. Brains (Basal ganglia) of Parkinsonian 
patients contain less quantity of this sub- 
stance. 


20. Desire to dress in the clothing of the 
opposite sex. 


Clues Down 


1. Pyrvininm Pamoate (anthelmintic) may 
cause such discoloration of urine. 


bo 


. This area of brain is associated with the 
motor elements of speech. 


GJ 


. These are more or less rounded cavities, 
usually have a district lining membrane 
and a fluid or semifluid content. 


сл 


. When the fever ends gradually, it is said 
to resolve by—. 


9^ 


Malignant tumour of mesodermal origin. 


ә 


. Chronic fungal infection of deep soft 
tissues and bones, usually seen in foot 
and leg. 


11. Site of the posterior fontanelle of the 
foetal skull. 


12. An epithelial appendage of the skin. 


16. Its deficiency is by for the commonest 
cause of anaemia in most parts of the world. 


17. These worms are ribbon shaped and 
inhabit human intestinal tract. 
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Prematurely-born babies are highly vulnerable. 
Keeping them breathing in a normal manner to allow 
the full development of their brains and bodies is a 
critical factor. 


Two doctors at the British Medical Research Council's 
Clinical Research Centre, near London, have devised 
a ventilator which, instead of forcing air into the 
infant's lungs haphazardly-with the possible risk of 
physical damage-works in harmony with the child's 
normai breathing pattern using a monitor: an air-filled 


* * * 


Prostacyclin, a substance secreted by the cells which 
line the blood vessels, is probably involved in the 
maintenance of adequate blood flow in the placenta 
during pregnancy. Reductions in this substance are 
observed in toxaemia and may result in the loss of 
the baby. The function of prostacyclin is to prevent 
the blood clotting in blood vessels and to maintain 
adequate flow by widening the arteries. 


Another substance called thromboxane acts in the 
opposite direction to prostacyclin and promotes blood 
clotting in small blood vessels, as well as narrowing 
the calibre of these blood vessels. 


Recent research has suggested that both prostacyclin 
and thromboxane may play an important part in the 
development of toxaemia in pregnancy. 


Drugs which inhibit blood clotting can prevent the 
deveiopment of high blood pressure in pregnancy. 


(Spectrum No.207/1987) 
+ * 


capsule attached to the infant’s abdomen. 
When the child inhales, its expanding abdomen 
compresses the air in the capsule. This is converted 


to an electrical signal which triggers the ventilator to 
pass just the right amount of air into the tiny lungs. 


Dr.Anil Mehta and Dr.Martin Wright have successfully 
used the new device to save the lives of many infants 
whose lungs might otherwise have ceased to function. 


(Spectrum No.208/1987) 
* * * 


Cyclosporin has dramatically improved the results of 
organ transplantation of all kinds, but even, so there 
is something noteworthy about a report from San 
Diego (Archives of Surgery 1987;122:1001-4) of graft 
survival of 100 per cent at 12 months in 16 recipients 
of kidneys from living related donors. The success rate 
with cadaveric kidneys was 85 per cent - in line with 
figures from Britain. 


(B.M.J. 17 October 1987) 
* * * * * * 


Many runners and joggers develop pain in the lower 
leg during exercise, but fewer than one quarter prove 
to have the anterior compartment syndrome — “shin 
splints." In those who do, however, the pressure in 
the compartment is substantially raised and decom- 
pression by fasciotomy usually gives dramatic relief. 
When it does not another, additional lesion should 
be suspected; one possibility is compression of the 
superficial peroneal nerve. 


(B.M.J. Vol.294 21 March '87) 


ж ж 


Four small children were brought to hospital in Neu Vork with neurological symptoms 
including fits, drowsiness, and unsteadiness. Tdhe common feature, says a report in the 
"American Journal of Diseases of Children" (1989;143:25-7) was that all had been exposed 
passively to freebase cocain (crack) being smoked by their fomilies-or in one case by a 


baby sitter. 


* * * 


(BMS Vo. 298 4 Mar '89) 


* * * 


In а patient who had a heart lung transplant all these organs are denervated and 
reamin so. The "Neu England Journal of Medicine" (1988;319;1185-92) describes the 
effects of exercise in these circumstances; patients increase their ventilation to the same 
extent as controls, but they achieve this by a relatively larger increase in tidal volume 
ond smaller increase in respiratory rote. It seems extraordinary that innervation makes 


so littie difference. 


(BNU Vol. 297 19 Nov. '88) 


| News and Notes | 


Course in optic and contact lens For further information: 





Dr. Narendra Kumar 
The 2nd course in optics and contact lens Сеп. Secretary, 
of one week duration will be held in New Ophthalmic Practitioners’ Group, 
Delhi, December 4-10, 1989, leading to the Ganga Ram Hospital, 


fellowship, *F.O.P.G." New Delhi - 110 060. 
* * * * * * 
Answer to Medi-Quiz 
I - С VI - А : Airway 
H E A - B : Breathing 
Ш - e - C : Circulation 
mem. F - . D : Disability 
V мд - Е: Exposure (of all surfaces for testing) 
VII - C 
VII. - B 
* * * * * * 


A core medical curriculam 


The education committee of the General Medical Council U.K. (GMO has recently 
reviewed the teaching of the clinical and diagnostic disciplines in British medical schools. 
schools. 


The council’s report shows considerable differences among schools in the form of 
their clinical courses. The length of surgical clerkships (and ins specialities) ranges from 
13 to 36 weeks; the size of teaching groups in psychiatry ward rounds varies from one 
to 14 students; students may spend from six to 50 weeks doing clinical work away from 
the main teaching centres; and in two schools about 90 necropsies are seen by students 
whereas in another they are ‘probably’ not attended at all by many students. Eight 
schools provide no patient contact in the preclinical period, and three schools have no 
curriculum committee. Student research is little encouraged, the toking of intercalated 
degrees is often dependent on personal finance, and the degrees are rarely taken in 
clinical departments. The separation of pathology from clinical teaching is seen as possibly 
impairing an understanding of their interrelations. The second MB barrier still exists in most 
schools, and few preciinical teachers contribute to the clinical teaching. Finally, although 
schools accept the importance of teaching communication skills, overall the curriculum is 
seen as already overcrowded, with exposure to some subjects being so brief as perhaps 
to be without benefit. 


Under ‘competence in individual diagnosis and management’ the report states: 
“Students have to learn to listen to patients attentively, to look at them with the intensity 
of the trained observer, and to communicate well with patients, relatives, and other health 
professionals. They must also learn to prevent and treat common disorders, to keep clear 
the accurate records, to handle common emergencies and also about rehabilitation. They 
must learn to recognise when they must seek helo from others”. 


The action needed to achieve such a goal is to “define the essential core of knowledge 

and professional competence which is required. Core syllabuses in each subject would not 

only reduce curriculum overloading but also might help to shift the educational emphasis 

away from being tauaht towards active learning. 

(These ore indeed, points to ponder in India as much as in U.K - BMJ Vol. 298 Aor. '89) 
| N.H.) 
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А heavy smoker stopped smoking ond subsequently developed ‘nasal obstruction 
only temporarily relieved by a vasoconstrictor spray. Smoking again cleared the ob- 
struction. Is this a.recognised phenomenon and what advice should be given? 


There are, two possible mechanisms for a feeling of nasal obstruction after stop- 
ping smoking. The first is that the nasal resistance is raised. If this is so smoking is 
affecting the nasal mucosa, a change that could be due to a reduction in mucus secre- 
tion or to a direct effect on the erectile tissue within the turbinates. If, however, ofter 
smoking no change is found in overall nasal resistance smoking may be having some 
effect on the sensation of airflow in the nose. This effect would be mediated by trige- 
minal nerve endings. In this case the first of these two hypotheses is likely to be true 
because vasoconstrictor sprays temporarily relieved the nasal obstruction. 


The time during which the smoker had stopped smoking has a bearing on the pro- 
blem because the effect of smoking on nasal resistance would probably be temporary, 
with nasal resistance and the sensation of airflow through the nose eventually return- 
ing to normal. It is also likely that if a vasoconstrictor spray worked temporarily local 
steroid nasal sprays such as beclomethasone dipropionate would also be effective, 
providing long term relief from nasal symptoms without the side effects of vasocon- 
strictor preparations. - W.V. CARUN. 


(BMJ Vol. 997 1 October 1988) 


* * * * * * 


Infection with the human immunodeficiency virus (HIV) appears to be particularly 
contagious during the first days after onset. General awareness of the clinical symp- 
toms and signs at that stage is therefore important if spread of the RIDs epidemic 
is to be contained. Gaines et al describe the clinical picture of primary infection deve- 
loping in 20 homosexual men after incubation periods (defined in 10 men) ranging 
between 11 and 28 days (median 14). All patients presented with a gladular-fever- 
like illness with fever, sore throat, lymphadenopathy, and rash as the predominant 
complaints. A distinguishing feature in 12 patients was shallow, painful ulcers in the 
mouth or on the genitals or anus or as manifested by oesophageal symptoms. Gaines 
et al speculate that these ulcers may have been the site of entry of the virus. Primary 
HIV infection may be subclinical in many cases and a firm diagnosis requires serological 
investigation. Nevertheless, knowledge about the typical clinical picture in patients 
who present with symptoms will aid early diagnosis of the disease. 


(BNU Vol. 297 26 November 1988) 


* * * * * 


HEREDITARY RNGIONEUROTIC OEDEMA: 


September 1987 marked the centenary of what was once a dread disease but 
one that can be readily treated today. In September 1987 William Osler admitted 
a woman to the Philadelphia Infirmary for Nervous Diseases because of intermittent 
transient swellings. The next year he described (Rm J Med Sci 1888; 95: 362) here- 
ditary angioneurotic oedema, a disease potentially fatal if the swelling affected the 
upper respirataory tract. The finding that synthetic androgens control the disease has, 
however, altered the prognosis completely. 


It is now known that the disease is inherited as сп autosomal dominant trait, and 
that the genetic defect is of two kinds, either a deficiency of C1 inhibitor which con- 
trols intravascular activation of C1, the first link in the complement chain (type 1 disease) 
or a dysfunction of the inhibitor (type Il). 


A recent study by a group from the Institute Pasteur (stoppa Lyonetst D et al. М Engl J 
Med 1987; 317:1) has pinpointed the gene alterations behind the defect. 


(S.A.MJ. Vol. 73, 5 March 1988) 
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devoted to the cause of medical practice with 
an emphasis in general practice in the rural 
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communications, reports of interesting cases, 
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Preparation of Manuscripts: Manuscripts in 
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include the purpose and findings of the sork. 
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with sub fitles. Titles should be followed by 
names of authors (first name, middle name(s), 
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describe the methods, procedures, apparatus 
(with manufacturer's name and address in 
parenthesis) etc. in sufficient detail to allow 
workers to reproduce these. Details of 
established methods may however be avoided. 
А brief description may be needed for methods 
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Results and Discussion: The observations 
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Tables: These should be typed separately, 
numbered in arabic numerals and should bear 
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of the study; unnecessary details may be 
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Ordinarily results and discussion should be 
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PUBLISHER’S NOTE 
NOVEMBER ’89 


Dear Doctor, 


I am sure our readers will be very 
happy to receive the magazine within 
the first week of the month. 


You will find that an interesting 
item namely ‘QUIZ’ is missing for the 
past four months, although we have 
been publishing ECG Quiz, Medi Quiz 
etc. This particular missing item will, 
undoubtedly help the General 
Practitioners, especially of younger 
generation, to improve their power of 
observation and diagnosis, 


With quite a number of well 
experienced practitioners in the field, 
as our readers, Iam sorry that ‘Quiz’ 
materials are not forthcoming. I, 
therefore, request our readers to 
send ‘Quiz’ materials with relevant 
photographs regularly. 


Yours Cordially, 


E LA А & 


(R.LAKSHMIPATHY) 
PUBLISHER. 


Madurai, 


25.10.89. 
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Surgery in stroke management 


Natarajan M., Muthukumar N. 


Recent advances in identifying the risk 
factors, and early diagnosis has reduced the 
incidence of the stroke in Western world. 
Advances in cerebral vascular surgery, anes- 
thesia and intensive care of stroke patients 
has improved the outcome. 


History of stroke management 


Physicians of ancient Greece treated stroke 
with hypothermia attributing excessive body 
heat as a cause of stroke. Komans of the second 
century A.D. did phlebotomy for stroke follo- 
wed by physiotherapy. Galen in 3rd century 
A.D. suggested immediate supportive therapy 
including phlebotomy from the paralysed 
side. Johann Jakob Weoper in 1650 described 
the haemorragic and non-haemorragic forms 
of cerebral infarction. Sir Astley Cooper in 
1830 emphasized the importance of cerebral 
artery blood flow in the evolution of stroke. In 
the beginning of the 20th century emphasis 
was still on prolonged rehabilitation of the 
patients. The physicians of this century studied 
the effects to reduce the neurological sequelae 
of focal cerebral ischaemia, with hypothermia, 
hypertension, hyperventilation, hypercarbia, 
hemodilution, hemoconcentration, hyperos- 
molarity, anticoagulants, steroids, intravascu- 
lar volume expansion, anesthesia and surgery. 


Stroke may be defined as persisting focal 
neurological deficit due to a cerebral vascular 
lesion. The term is used for a variety of dis- 
orders. Arterial thrombosis is the commonest 


Dr. Natarajan M. , M.S.,(Gen.), M.S.,(Neuro) FICS., EACS., FAMS., 
Retired Professor of Neurosurgery, 

Madurai Medical College, 

Madurai. 


Dr. Mutnukumar N., M.Ch.,(Neuro) 
Neurosurgeon, 
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cause of infarction. Occlusion of cerebral 
arteries by emboli is another cause of stroke. 
Thrombosis and emboli account for 85% of all 
strokes today. 


Anatomy of cerebral blood supply 


The adult brain consisting of 1500 grams of 
neuron and glia require an uninterrupted 
supply of 150 grams of glucose and 75 litres of 
oxygen every 24 hours. The brain does not 
store these substances and it can function for 
only few minutes if oxygen or glucose is redu- 
ced below a critical level. Since arterial blood 
supplies glucose and oxygen and veneus blood 
removes carbon dioxide and lactate any inter- 
ruption of the this will cause ischaemia. In the 
resting state each cardiac contraction pumps 
out 70cc of blood into the aorta and of this 
10 to 15cc is allotted to the brain. So vascular 
disease affecting the brain may come from 
diseases of the heart, aorta, arteries supplying 
the brain, microcirculation, veins or the blood. 


Each cerebral hemisphere is supplied by 
one internal carotid artery, a branch of com- 
mon carotid artery. Internal carotid artery 
supplies the optic nerve, retina and anterior 
portion of the cerebral hemisphere compri- 
sing frontal, parietal and anterior temporal 
lobes. In 5% adults posterior cerebral arise 
from the internal carotid and in that case the 
whole cerebral hemisphere is supplied by 
internal carotid artery. The two internal caro- 
tid system function independently though 
connected by the anterior communicating 
artery. In contrast vertebrobasilar system 
functions as one unit. 3 varieties of anasto- 
moses between the carotid and vertebro basilar 
system helps to supply equal distribution of 
blood. The first connects the vertebral with 
external carotid, the second external into 
internal carotid through the ophthalmic artery. 
The third is the circle of Willis connecting the 
two carotid by the anterior communicating and 
the carotid with the vertebro basilar by pos- 
terior communicating artery. Anastomoses 
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between the pial arteries and the choroidal 
arteries in the ventricles also serves in colla- 
teral circulation. 


Rich anastomatic net-works will protect 
the brain by circumventing obstruction in the 
main arteries. Obstruction in the internal 
artery in the neck may be by-passed by colla- 
teral flaw from the external carotid to the 
ophthalmic to the internal carotid circulation. 
Vertebral artery obstruction in the lower part 
of the neck can be by-passed by connection with 
the external carotid and distal vertebral bran- 
ches. Middle cerebral artery branch obstruc- 
tion may be by-passed by interconnection with 
the branches of anterior and posterior cerebral 
arteries. The brain circulation is composed of 
two general type of arteries. (1) Superficial 
or conducting arteries or (2) Nutrient or penet- 
rating arteries. The superficial arteries com- 
prise of the branches of carotid and vertebral 
basilar system and their branches forming a 
net work of anastomatic vessel on the surface 
of the brain functioning as a pressure equali- 
sation reservoir. The penetrating vessels form 
a group of spiralling twisting arterioles which 
penetrate the cortex and supply the white 
matter. These vessels are responsible for focal 
auto regulation. 


Etiology and pathology 


Interruption of cerebral blood flow causes 
loss of consciousness with cessation of spont- 
aneous and evoked electrical activity within 
20 seconds. This results in the movement of 
sodium and calcium into the cell and the exit 
of potassium into the extra-cellular fluid which 
causes astrocytic swelling. This increases the 
diffusion distance for oxygen from blood to 
neurone. Excessive potassium in the extra- 
cellar fluid increases oxygen and glucose con- 
sumption which increases the effects of the 
ischaemia. Early brain reaction to cerebral 
ischaemia causes spasm of the micro-circula- 
tion with resultant edema. The most common 
cause of infarction is atherosclerosis and 
hypertension. Thrombosis occurs at the site 
of atherosclerosis with propagation of the 
clot. It may give rise to emboli with distant 
vessel obstruction. Extracranial vessel obstru- 
ction is common in white people and in black 


and Asian, intracranial vascular lesions are 
common and extracranial lesions are rare. 


The onset of infarct causes local vasodi- 
lation, stasis of blood column, edema and 
necrosis of brain tissue occur. Most infarcts 
are pale and red infarct may be produced by 
haemorrhage into the necrotic tissue. 


Cerebral embolism is due to occlusion of 
an artery by fragment of clotted blood, neo- 
plasm, fat or air. It causes infarction and in 
addition vessel spasm may be superimposed. 
If the emboli are irifected, it may cause arteritis 
with mycotic aneurysm formation. If the 
emboli lyse, restoration of blood flow may 
cause haemorthagic infarction. 


Clinical classification of stroke 


It varies from transient ischemic attack 
(TIA) to completed stroke. In between there 
are prolonged reversible ischemic neurological 
deficit (PRIND) and progressive stroke. 


Transient ischemic attack 


These are brief attacks of focal cerebral 
symptoms lasting from 5 to 10 minutes with 
complete recovery within 24 hours. If the 
symptoms and signs last longer they are called 
PRIND (prolonged reversible, ischaemic 
neurological deficit). 


Progressive stroke 


The gradual stuttering increase in neuro- 
logical deficit over hours is called progressive 
stroke. They are due to a enlarging thrombus. 


Completed stroke 


This fixed neurological deficit is due to 
established infarction. 


Transient Ischaemic Attack 


TIA of the internal carotid territory may 
cause transient monocular blindness (TMB) 
or amaurosis fugax. In 95% of the cases within 
seconds there is a sudden blindness or dark- 
ness Of vision uniformly. The vision is restored 
after few minutes. The second type of carotid 
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artery TIA is the transient hemisphere attacks 
(THA) causing focal motor or sensory deficit 
commonly involving finger, hand or forearm. 
Sometimes there is language disorder or be- 
haviour disorder. TMB and THA never occur 
simultaneously. TMB lasts longer than 10 
minutes and THA may last hours. In vertebro- 
basilar TIA, diplopia circumoral numbness, 
dysarthria and ataxia may occur. Hemipare- 
sis and hemisensory syndrome may affect one 
or both sides. 


Completed stroke 


Ischaemic syndrome of specific vessel 
depend on the site of occlusion, collateral 
circulation and variation of the blood supply 
of the particular artery. Syndrome of specific 
vessel like infarction of the middle cerebral 
territory may not be due to occlusion of middle 
cerebral artery and often it is the result of 
thrombotic occlusion of internal carotid artery. 


Middle cerebral artery occlusion 


It causes contralateral weakness, sensory 
loss and visual field defect with language dis- 
orders if the dominant hemisphere is involved 
or impaired spatial perception if non-dominant 
hemisphere is involved. If the main artery is 
affected the face, arm and leg are equally affec- 
ted by weakness and sensory loss. In occlusion 
of upper division weakness and sensory loss 
are greater in the face and arm than in the leg. 
A small infarct in the internal capsule may 
cause pure hemiparesis with no other symp- 
tom. With cerebral lesion motor and sensory 
loss are greater distally. There may be a pare- 
sis of contralateral conjugate gaze. Cortical 
sensory loss like discriminative and proprio- 
ceptive modalities may be present. Homony- 
mous hemianopia may result due to damage 
of the optic radiation. Involvement of peri- 
sylvian cortex on the dominant side will cause 
aphasia. Frontal opercular lesions cause 
Broca's aphasia. Infarction of angular or supra- 
marginal gyrus of the dominant hemisphere 
can cause Gerstgmenn syndrome (Agraphia, 
acalculia left right confusion and finger agno- 
sia). Right hemisphere parietal infarction 
will cause disturbance of spactial perception, 
difficulty in copying pictures, physical orient- 


ation like putting on clothing and recognising 
faces. Hemineglect may be present. 


Anterior cerebral artery occlusion 


Infarction in the region of the anterior 
cerebral artery causes weakness and sensory 
loss affecting mainly distal contralateral leg. 
Occlusion of the anteriorcerebral artery by 
embolus causes infarction if the opposite 
anteriorcerebral artery is occluded or hypo- 
plastic and may cause bilateral frontal lobe 
signs like paraplegia and mental symptoms. 
Occlusion distant to the communicating artery 
may produce sensory motor deficit involving 
the contralateral foot and leg with minor pare- 
sis on the opposite arm. Occlusion proximal 
to the callosomarginal artery will involve the 
contralateral limbs, grasp reflex, incontinence, 
intellectual deterioration and apraxia. Ob- 
struction of the recurrent artery Hubener may 
cause  faciobrachial monoplegia causing 
infarction of the anterior limb of the internal 
capsule. Bilateral anterior cerebral occlusion 
may result in a kinetic mutism and frontal 
ataxia. 


Posterior cerebral artery occlusion 


Causes contralateral homonymous hemia- 
nopia. Anterior choroidal obstruction causes 
infarction of the posterior limb of the internal 
capsule with resultant contralateral hemipare 
sis, hyperaesthesia and hemianopia. 


Internal carotid artery occlusion 


ICA occlusion may be silent or it may cause 
massive cerebral infarction depending on the 
collateral circulation and the speed of onset. 
Massive neurological deficit due severe cere- 
bral infarction, will produce cerebral edema 
with transtentorial pressure cone and subse- 
quent death. Infarction occurs in the middle 
cerebral artery territory, since MCA is conti- 
nuation of ICA receiving approximately 8076 
of the blood flow. When the anterior commu- 
nicating artery is not present, infarction occurs 
also in the territory of anterior cerebral artery. 
When the posterior cerebral artery arises 
from the internal carotid symptoms relative 
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to visual cortex, thalamus, inferior temporal 
lobe and upper brainstem may occur. 


Vertebro basilar arteries 


Though various brainstem syndromes 
are described lateral medullary syndrome of 
Wallenberg is commonest. Involvement of the 
brainstem is suggested by 


1. Bilateral longtract, motor and sensory 
signs. 

2. Crossed motor or sensory signs. 

3. Dissociated sensory loss. 

4. Cerebellar signs. 

5. Dysconjugate gaze, internuclear ophthal- 
moplegia. 

6. Horner's syndrome. 

7. Cranial nerve involvement. 

8. Coma. 


Clinical features 


The incidence of cerebral infarction is high 
in a patient with hypertension, hyperlipidemia, 
diabetes mellitus, coronary and peripheral 
artery disease and cigarrette smoking. But the 
most important factor is the prior occurrence 
of transient cerebral episode. 5096 of cerebral 
infarction are preceded by warning symptoms 
and signs. Extracranial vascular disease is the 
commonest cause of cerebral infarction. Cli- 
nical examination is directed towards this end. 
The signals of carotid artery disease are tran- 
sient monocular blindness with contralateral 
hemiparesis and hemianesthesia. Bilateral 
motor and sensory, signs, diplopia, dizziness 
or sudden loss of consciousness should lead 
one to suspect involvement of vertebrobasilar 
system. So efforts should be directed toward 
eliciting symptoms of focal retinal or cerebral 
ischaemia. A sudden apoplectic onset is chara- 
cteristic of emboli disease. The majority of 
thrombotic infarction may be preceded by 
minor symptoms. Emboli originating at the 
carotid bifurcation produce stereotyped 
episodes of cerebral or retinal ischaemia, 
distinguishing them from the emboli of cardiac 
origin. 80% of the emboli affect the middle 
cerebral artery distribution. The 3 major pre- 
sentations of carotid syndrome are recurrent 
attack of 


1. TMB and THA. 
2. Minor deficit progressing in hours or days. 
3. Sudden onset of severe neurological deficits. 


Other manifestation carotid artery disease 


Generalised cerebral ischaemia may cause 
light-headedness and fainting sensation, often 
postural in nature. It is due to diminished 
cerebral perfusion as a result of bilateral caro- 
tid artery stenosis or occlusion. 


Physical examination 


The neurological examination of a patient 
with TIA may be normal. Then examination 
is done looking for other evidences of gene- 
ralised atherosclerosis. Blood pressure must 
be taken in all the limbs. Palpation of external 
carotid artery branches and periperal pulses 
with auscultation for evidence of arterial 
obstructive disease is done. Auscultation 
over the carotid arteries for the presence of 
bruit is done. The bruit located only over the 
eyeball is suggestive of intracranial carotid 
artery stenosis. 


Careful palpation of neck vessels is done 
though there is danger of dislodging a throm- 
bus causing embolism with resultant infarction. 
Carotid compression testing is done. It may 
be tender in a case of arteritis or arterial dis- 
section. Palpation of the branches of external 
carotid artery the facial artery (angle of the 
jaw) the angular (medial angle of the eye) the 
superficial temporal (anterior to the tragus), 
the frontal and supraorbital branches can 
all be done. Prominent pulsation of these 
vessels will suggest internal carotid occlusion 
with the development of collateral circulation. 
If pulsation of the superficial temporal artery 
is absent it indicates external carotid artery 
or common carotid artery occlusion. Differ- 
ence between the pulsation of the supraorbital 
artery between the two sides may signify caro- 
tid stenosis. Ophthalmoscope examination 
of the retina allows inspection of distal bran- 
ches of internal carotid artéry. It may show 
stigmata of hypertension and ischemic retino- 
pathy. The common source of retinal emboli 
is atherosclerotic carotid plaque. Cholesterol 
crystal will lbok as orange yellow refractile 
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plaques, located at the bifurcation of the reti- 
nal arteries. Emboli that are white in colour 
refer to calcium indicating the origin from the 
cardiac wall. Gray white emboli representing 
platelet and fibrin debris indicate their origin 
from a mural thrombus, in internal carotid 
artery. Central retinal artery branch occlusions 
are often embolic in origin from carotid cardiac 
disease, while central retinal artery occlusion 
is usually due to hypertension. 


Differential Diagnosis 


The differential of cerebral haemorrhage 
and cerebral infarction due to embolus is 
important for prognosis and for the use of 
anticoagulation and surgery. Diagnosis of 
cerebral embolism is suggested by sudden 
onset and circumcised focal deficit like aphasia, 
or hemianopia. A larger neurological deficit 
is present with thrombosis since a large artery 
is involved. A source of embolism may be 
looked for like atrial fibrillation or recent 
myocardial infarction. A diagnosis of a throm- 
bosis is made if the stroke has been preceded 
by TIA. Haemorrhage has a characteristically 
smooth onset. CT is useful in diagnosis. Symp- 
toms of atherosclerotic carotid disease like 
transient cerebral insufficiency and cerebral 
infarction may be caused by trauma, post- 
epileptic state, migraine and mass lesions. 
Seizure is a rare presenting sign of ischaemia. 
The neurological deficit develops gradually 
in 5 to 10 minutes in migraine. External sign 
of trauma may indicate traumatic origin. Extra- 
dural and subdural haematoma may mimic 
stroke. Both are slow in evolution and CT 
shows a characteristic picture. Mass lesions 
and abscess may simulate a stroke. Both 
usually evolve in days or weeks which is un- 
usually long for stroke. Seizure is rare in stroke 
but common in mass lesions. CT scan give the 
diagnosis. Venous thrombosis may mimic 
cerebral vascular insufficiency and it occurs 
after delivery, sepsis, contraceptive pills, 
polycythemia. Other symptoms like headache, 
fits. and symptoms of increased intracranial 
tension may occur. ‘he idiopathic giant cell 
arteritis, affecting large vessels arising ttom 
aortic arch may cause occlusion of carotid 
artery. Cranial or temporal arteritis is limited 


to extracranial arteries and small vessels of 
optic and occulomotor nerves. It occurs in old 
people with fever malaise, weight loss, head- 
ache and scalp tenderness followed by visual 
loss. When coma is present, metabolic distur- 
bances of glucose, renal functions, electrolytes, 
alcohol and drugs may be considered. 


Investigations 


Complete blood count is essential since 
anemia or polycythemia may contribute to 
cerebral vascular insufficiency. Elevated white 
blood count with polymorphonucleocytosis 
will indicate infection. Platelet count is ele- 
vated in polycythemia vera. ESR is increased 
markedly in cranial arteritis. Serological test 
for syphylis is done on blood »nd CSF. 


Blood glucose 


Two hours postprandial blood glucose is 
areliable screening test for diabetes mellitus. 


Blood urea 


Blood urea and serum creatinine and urine 
examination are done to exclude renal insuffi- 
ciency causing chronic hypertension. Serum 
cholesterol and triglyceride levels are done, 
since they are risk factors in cerebral vascular 
disease. 


E.C.G. 


It is abnormal in 60 to 80% of patients with 
the cerebral vascular disease. There may be 
evidence of myocardial ischaemia and infar- 
ction, bundle branch block and left ventricular 
hypertrophy in longstanding hypertension. 
Artrial fibrillation is an important cause of 
TIA and stroke, prolapsed mitral valve may 
give recurrent embolism. 


X-rays 


X-ray skull may show shift of pineal calci- 
fication in tumour and subdural haematoma. 
Calcification of carotid artery may be seen. 
Cervical spondylosis may be a cause of verte- 
brobasilar insufficiency. X-ray chest may show 
estimation of heart size. 
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Blood pressure 


Hypertension is a contributory cause of 
cerebrovascular accident. Severe paroxysmal 
hypertension requires exclusion of pheochro- 
mocytoma and renal artery stenosis. 


Hypotensive episode 


This occurs due to stress or change in 
posture. It may occur in Shy Drager syndrome 
and pituitary adrenal insufficiency and hypo- 
thyroidism. A small number of patients with 
cerebral atherosclerosis may have hypo- 
thyroidism. 


EEG 


It may be normal or may show focal or 
diffuse slow waves in cerebrovascular insuffi- 
ciency. Focal slowing may be present in stroke. 


Ophthalmodynamometry 


It measures the blood pressure in the eye 
and reduction of blood pressure in one eye may 
indicate reduced internal carotid artery pre- 
ssure on that side. 


Lumbar Puncture 


It is not done now since CT scan and other 


tests have made it superfluous. It may indicate 
cranial meningitis or bleeding. 


Carotid angiography 


It is done wheri diagnosis is in doubt or the 
possibility of a surgically treatable lesion is 
suspected. Angiogram may demonstrate 
elongation, kinking or tortuosity of the carotid 
artery in the neck or plaque formation at the 
origin of the internal carotid artery. It may 
also demonstrate stenosis ai the origin of the 
vertebral artery. It may also demonstrate 
occlusion of the vessels extra and intracranial. 


CT Scan 


CT with or without contrast is the exami- 
nation of choice after a stroke. CT may be 
normal in patients with TIA. After cérebral 
infarction CT shows evidence of supratento- 
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rial infarction on the day of the test in 48% of 
the cases and 74% after 10 days of the onset. 
The infarcted area may appear denser or more 
lucent than the surrounding brain. Intracere- 
bral and subarachnoid haemorrhage is clearly 
demonstrated in CT scan. They appear denser 
than the normal brain in the sustance of the 
brain or subarachnoid space. 


Nuclear magnetic reasonance (NMR) 


It allows 3 dimensional studies of the brain. 
It portrays the extent of the infarction most 
strikingly than CT. Oculoplethysmography, 
carotid phonoangiography. Ophthalmosono- 
metry are also useful in diagnosis of hemo- 
dynamic alteration in distal blood pressure 
and flow velocity above the carotid bifurcat- 
ion. B scan ultrasonography shows the shape 
of carotid bifurcation. Doppler ultrasonic 
angiogram relate the speed of flow and the 
artery to a visual image. 


Treatment 


This can be divided into medical and surgi- 
cal management. Medical management is 
directed to minimize or avert ischemic brain 
infarction with supporting measures. Treat- 
ment is aimed at prevention, recurrence of 
stroke and rehabilitative measures to maxi- 
mise functional recovery. Specific therapy 
depends on the type of stroke. 


Thromboembolic stroke due to atherosclerosis 
of extra and intracranial vessels 


This involves management of TIA, comp- 
leted stroke or progressive stroke or stroke 
in evolution. 


TIA 


Endarterectomy is the most useful form 
of therapy for TIA in good operative caudi- 
dates with stenotic or ulcerative atheroma at 
the bifurcation of carotid arteries. Medical 
therapy involves anticoagulation and anti- 
platelet aggregation drugs. For anticoagula- 
tion therapy heparin is given immediately 
followed by warfarin. Its efficacy has not 
been proved. Antiplatelet drugs such as aspirin 
325 mg every 6 hours reduce incidence of 
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strokes in man as shown in Canadian co- 
operative study. Combined use of aspirin with 
dipyrodamol is very useful. Extracranial, intra- 
cranial by-pass and angioplastic (dilation of 
arteries) may increase blood flow to the in- 
farcted area when occlusive lesion is in an 
inassessible area. This operation has not been 
demonstrated to reduce incidence of recur- 
rence of stroke or improve function. In selec- 
ted cases it has improved the function. 


Progressive stroke 


The gradual or stuttering increases in 
neurological deficit suggest a progressive 
stroke if mass lesion is excluded. Immediate 
anticoagulation with heparin followed by war- 
farin for 6 to 12 months is given. 


Completed stroke with fixed neurological 
deficit 


Here aim of therapy is to the minimize or 
reverse the ischemic injury to the brain and 
since. massive infarction may cause herniation 
syndrome. Dehydration for tentorial hernia- 
tion with massive decompression operation 
may be life saving. Mannitol, urea, glycerol 
are commonly used. Vasodilator to improve 
the microcirculation around a thrombus has 
not been successful. 


Embolic stroke of a cardiogenic origin 


Specific therapy depends on the under- 
lying cause like replacement of infected pros- 
thetic valve and removal of myxomatous 
tumours. 


Stroke rehabilitation 


Physiotherapy to maximise the recovery 
of function is started as soon as possible. A voi- 
dence of contractures and activities relating 
to the ambulation for activities of daily living 
are done. Speech therapy is given fcr aphasia. 


Surgical treatmept of stroke 


Following TIA 5 to 6% of the patients at 
risk suffer cerebral infarction each year for 
the initial 5 years. Itis observed that the 2196 of 


the cerebral infarction occuring after TIA 
occurred within the 1st-month following onset 
of the symptom and 50% occurred in the first 
year. Extracranial vascular disease causing 
cerebral infarction was found in 41.296 of the 
patients in the accessible areas and 33% had 
in inaccessible areas. 50% of the patients 
thought to have TIA are normal after 4 to 5 
years. Patients who have frequent TIA are 
in danger of getting impending infarction and 
are suitable patients for carotid endartectomy 
and after operation they have a smaller risk of 
cerebral infarction. Best candidate for surgery 
after TIA is a young patient with very little 
evidence of extensive vascular disease with 
localised obstructive atherosclerosis disease 
in the appropriate arteries. The patient who 
has minor neurological deficit is also operated 
for occlusive disease to improve the blood 
flow and it is based on idling neuron concept. 
An idling neuron is one, the viability of which 
is maintained, but cannot respond to functio- 
nal demands. The threshold of blood flow 
required to preserve cell integrity is about 
15cc for 100 gm per minute. The surgical mana- 
gement of stroke is based on the notion that 
increased perfusion will reduce ischaemia and 
restore idling neuron functional status. The 
purpose of carotid endartectomy is 


l. to remove a source of future emboli 
and 2. a removal of a potential site of occlu- 
sion. The ideal candidate for operation is an 
young healthy patient with frequent TIA and 
the angiography demonstrating marked 
stenosis. Asymptomatic plaque discovered 
during investigation is a controversial indi- 
cation for operation. The low perfusion syn- 
drome is due to chronically occluded multiple 
vessel cerebral vascular disease and the global 
cerebral symptom may benefit after the resto- 
ration of the blood flow. Surgery may be 
indicated is severe chronic deficit with speech 
difficulty to restore speech. 


Result of surgery 


Carotid endarterectomy is a very useful 
procedure available to neurosurgeon for 
prevention of stroke. Combined rate of both 
death and stroke is 2 to 4%. 
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Revascularisation for focal cerebral ischaemia 
due to occlusive disease 


Extracranial intracranial arterial bypass 


(EIAB) is done on two assumptions. 


l. 


2. 
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Cerebral vascular occlusive disease is 
progressive process and so revasculari- 
sation may reduce severity of the future 
stroke. 


Neurological function may be improved by 
increasing blood flow. The second concept 
has been based on the documentation that 
large areas of ischemic neuronal tissue 
may remain electrically and neurologically 
silent without loss of viability and neuro- 
logical function can be restored by increas- 


* * * 


ing blood flow. EIAB operation has rever- 
sed a seven years old visual field defect in 
a patient. Patients with TIA and prolonged 
reversible ischaemic neurological deficit 
(prind) and patients with stable mild stroke 
and completed stroke are candidates for 
EIAB operation. EIAB operation is also 
done as a prophylactic procedure in the 
treatment of giant intracranial aneurysm 
and the management of selected tumours 
to prevent ischemic complications. Super- 
ficial temporal to middle cerebral artery 
bypass is the most common operation done. 
Occipital artery has been anastomosed to 
posterior inferior and superior cerebellar 
arteries. Saphenous vein bypass is used 
when delivery of high volume blood flow 
is needed. 


* * * 
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The Skin and systemic diseases 


Jayakar Thomas, Muthuswami T.C. 


The cutaneous markers of systemic disease 
are of great interest and importance to the 
internist as well as to the dermatologist. Need- 
less to say, the skin is the single largest and 
the only fully visible organ of the body. It 
therefore could act as a window, a peep thro- 
ugh which will give clues of obscure internal 
disease. Alterations in the skin may be in its 
colour, texture or appendages. The alterations 
are so many and so varied that they defy brief 
summarisation several studies and analyses 
have shown that cutaneous and systemic 
relationship can be seen to fall logically into 
four subgroups: 


be seen to fall logically into four subgroups: 


1. Systemic disease can cause skin disease. 
eg. Diabetes may result in xanthoma. 


2. Diseases of the skin themselves cause 
systemic dysfunction, eg. Exfoliative dermati- 
tis may result in hypoproteinaemia. 


3. The skin and internal organs may be invol- 
ved in the same pathological process, such as 
collagen vascular disorders and metabolic 
diseases. 


4. Diseases of the skin and internal organs may 
be related other than in the three groups al- 
ready mentioned, i.e. the relationship is not 
one of cause and effect as in (1) & (2) nor 
of parallel involvement as in (3). 


With such depth of relationship and in- 
volvement it is surely not possible even to 
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just enumerate all the skin markers of systemic 
disease. However, an attempt is made to 
present a very modest list of skin signs that 
have apparently strong connection. with 
systemic disease. Nevertheless one has to 
remember that absence of the cutaneous sign 
does not rule out the particular systemic dise- 
ase-absence of proof is no proof of absence. 


Acanthosis nigricans: 


Mainly of two types - benign and malig- 
nant. The benign form is associated with 
obesity, diabetes mellitus, drugs and some- 
times as an hereditary disorder. But what 
causes concern is the malignant variety which 
is a skin marker of cancer particularly of the 
stomach. An over simplified but quick diagno- 
sis of malignant acanthosis nigricans is the 
presence of lesions over the palms and soles, 
in addtion to the usually involved sites such as 
axillae, groin and neck. 


Acneiform eruptions 


Acne needs no elaboration when it occurs 
in the adolescent. But florid lesions over the 
face and spill over lesions on the trunk could 
be a sign of prolonged intake ot drugs, mainly 
corticosteroids and isonicotinic acid hydra- 
zide. Thus, they may indicate a chronic dise- 
ase like bronchial asthma or rheumatoid dise- 
ase where steroids are often used or a systemic 
Koch's infection where isonicotinic acid 
hydrazide is used. A clinically similar eruption 
may be seen in workers exposed to chlorinated 
hydrocarbons. 


Acrodermatitis enteropathica: 


Now thought to be a disease in which zinc 
is not properly supplied to, absorbed or utili- 
sed by the individual, acrodermatitis most 
commonly appears from 2 weeks to 20 months 
of age with equal frequency in males and 
females. The mouth, tongue, perioral area 
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and hands and feet are typically involved. 
Clinically the lesions mimic severe moniliasis, 
but therapy with zinc completely controls the 
disease. 


Adenoma sebaceum 


This condition, now known as angiofi- 
broma of the face, forms a component of a 
triad of symptoms, the other two being mental 
retardation and epilepsy. With a characteri- 
stic distribution of fleshy reddish papules on 
the face, it is a marker of epiloia or Bourne- 
ville's disease. Other skin changes include 
periungual fibroma (Koenen's tumour), sha- 
green patches, ashy macules, cafe au lait spots, 
poliosis, ichthyosis, pigmented naevi, etc. 
Systemic changes include visual scotoma, 
cardiac and renal rhabdomyoma, pneumo- 
thorax and pituitary, thyroid and adrenal 
dysfunction. 


Bullous eruptions 


Blistering dermatoses may form the large 
group of the vesicular bullous disorders of 
unknown aetiology - namely, pemphigus, 
pemphigoid and dermatitis herpetiformis. 
But as a cutaneous marker of systemic disease, 
in general, patients with bullous eruptions 
are no more likely to have a hidden neoplasm 
than age-matched controls, particularly so 
with pemphigoid. However certain associat- 
ions have been reported beyond doubt. Pem- 
phigus, for example is associated with thy- 
moma and often accompanied by myaesthenia 
gravis. Similarly, occurrence of pemphigoid 
in case of cancer of stomach, rectum, breast 
and bronchus has been documented. 


Cafe au lait spots 


Round or oval light brown pigmented 
patches, they are present in nearly 90% of 
cases of neurofibromatoses. They are also 
found in about 10% of normal subjects. Cafe 
au lait spots are also found associated with 
Watson's syndrome, Verner's disease, Gau- 
cher's disease and Niemann-Pick's disease. 


Clubbing of nails 


It is a physical sign that may be an auto- 
somal dominant familial characteristic, part 


of extensive .malformation syndromes or 
acquired. Acquired clubbing is most fre- 
quently seen with cardiopulmonary disease, 
particularly bronchogenic carcinoma, bron- 
chiectasis, emphysema and extensive pulmo- 
nary tuberculosis. Involution of the clubbing 
may follow successful treatment of the under- 
lying acquired disease process. 


Erythema Nodosum 


It is an hypersensitivity reaction, usually 
involving the anterior and lateral aspects of 
the legs and seen most frequently in young 
females. The underlying cause may be an 
infection, commonly streptococcal and leprosy, 
ulcerative colitis, regional enteritis, Behcet's 
syndrome and sarcoidosis. Drugs, particularly 
the birth control pill and sulphonamides are 
also common initiating agents. Seen as ery- 
thematous nodules and plaques, ulceration 
occurs only when associated with leprosy and 
ulcerataive colitis. 


Erythroderma 


Characterised by universal or almost uni- 
versal erythema with constant scaling of the 
skin, erythroderma or exfoliative dermatitis 
remains to be of undetected origin in about 
8% of total cases: A large majority of the rest 
of them are primarily due to a known dermato- 
sis such as eczema, psoriasis, scabies, fungus, 
etc. However, about 15% of all cases of exfoli- 
ative dermatitis are associated with lympho- 
mas and leukaemias. It is worth recalling the 
Sezary syndrome which is a blood spillover of 
mycosis tungoides, characterised by exfoliative 
dermatitis, severe itching, lymphadenopathy 
and the presence of the characteristic Sezary 
cell in peripheral smears. 


Granuloma annulare 


А common disease in children and young 
adults, it tends to involve the dorsal aspect of 
hands and feet with higher frequency, although 
lesions may occur anywhere. They develop 
as skin coloured papules that may slowly 
enlarge to fprm a ring. A suspicion-arousing 
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but completely benign, without systemic sig- 
nificance, except, rarely diabetes. 


Hirsutism 


It is defined as the growth in the female 
of coarse terminal hairs in the adult male 
sexual pattern. Although found in about 3% 
to 9% of normal women, hirsutism calls for a 
complete battery of endocrinological investi- 
gations. Hirsutism may be caused by poly- 
cystic ovary disease, congenital adrenal 
hyperplasia, hypothyroidism, acromegaly 
and other androgen secreting tumours. Drugs 
such as diazoxide, phenytoin and steroids 
may also cause hirsutism. 


Ichthyosis 


Dry, scaly, fish-like skin is a common 
hereditary disorder. It is an occasional find- 
ing during the course of a lymphoma, usually 
Hodgkin’s disease and may rarely be the pre- 
senting feature. Acquired ichthyosis may occur 
with other neoplasms of the endocrine organs, 
in malabsorption syndrome and diabetes 
mellitus. It should not be confused with astea- 
totic eczema which, of course, is a common 
feature in elderly patients. 


Keratoderma of palms and soles 


Tylosis or thickening of the palms and 
soles is a common occupational dermatosis 
and sometimes occurs as an hereditary trait 
of autosomal dominant or recessive inheri- 
tance. Howel-Evans syndrome is acquired 
keratoderma of palms and soles developing 
as a distinct marker of oesophageal carcinoma. 


Necrobiosis lipoidica 


A clinically very characteristic condition 
occuring principally on the tibial * surfaces, 
in diabetic or prediabetic patients. The lesions 
begin as erythematous papules which coalesce 
to form a typical yellowish-brown plaque with 
a surrounding rim of erythema. 


Pellagra 


Occuring widely in the under nourished 
due to niacin deficiency this condition is also 


seen with malabsorption and alcoholism. It 
starts as a symmetrical dry scaly eruption on 
the sun exposed areas notably the extensors 
of the forearm, face and ‘V’ of the neck. Diar- 
rhoea follows later. Mental disturbance is 
usually no more than a mild depression al- 
though sometimes disorientation is very ex- 
treme. Rarer causes are functioning carci- 
noid tumours and Hartnup’s disease. Anti- 
tuberculous therapy with isonicotinic acid 
hydrazide, which competes biochemically 
with niacin owing to a close structural resemb- 
lance, may provoke pellagra. 


Photosensitivity 


Seen as areas of erythema, vesiculation, 
scaling or crusting over the sun exposed areas, 
photosensitive dermatoses are mostly of idio- 
pathic origin or drug induced. One has to rule 
out metabolic disorders such as porphyrias, 
xeroderma pigmentosum and pellagra. 


Purpura 


A common condition occuring from extra- 
vasation of red blood cells into the skin, may 
be of vasculitic origin such as in systemic lupus 
erythematosus, Henoch-Schonlein purpura, 
leucocytoclastic vasculitis and polyarteritis 
nodosa, or of nonvasculitic origin such as 
thrombocytopenia, stasis, senility and scurvy. 
The perifollicular purpuric iesions in avita- 
minosis-C (scurvy) are almost pathognomo- 
nic, when it is sometimes called “Bachelor’s 
disease" - too little fresh vitamin C food and 
too much alcohol. 


Scleroderma 


The hardened bound down skin of mor- 
phoea and progressive systemic sclerosis needs 
no special elaboration. But the long list of 
conditions that present as scleroderma or the 
so-called pseudoscleroderma are, to mention 
a few, phenylketonuria, purphyria cutanea 
tarda, primary systemic amyloidosis, rheu- 
matoid disease, scurvy, aging syndromes, 
muscle glycogenosis, hypothyroidism, post- 
partum hypopituitarism and occupational, 
particularly in those working with vinyl chlo- 
ride, silica and pesticides. 
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Seborrhoeic keratoses 


A very common superficial tumour occur- 
ing in various shades of brown to black, inno- 
cent and benign as long as the lesions remain 
localised. Sudden development of crops of 
seborrhoeic keratosis with associated itching, 
though rare, is a reliable sign of internal malig- 
nancy especially of the gastrointestinal tract. 
Such profusion of pruritic seborrhoeic kerato- 
sis in a peripheral distribution with the pre- 
sence of internal malignancy is known as 
"Leser Trelat Sign". 


Vitiligo 


This acquired, macular, symmetrical, 
chronic depigmentation of the skin, found 
most commonly about body orifices, inter- 
triginous areas, over bony prominences and 
on exposed surfaces, may have its onset in 
childhood; but it occurs most frequently in 
young adults. It is probably an autoimmune 
disease. It is frequently associated with-adult- 
onset diabetes and may be associated with 
hyperthyroidism, hypothyroidism, pernicious 
anaemia, hypoparathyroid and the collagen 
diseases. Less frequently it has been associated 


with malignant melanoma, gastric carcinoma, 
IgA deficiency and a variety of oculocutaneous 


syndromes. 


* * * 


Xanthomata 


The classical xanthomas include several 
major types of fatty deposits localised to the 
skin. Tendonous xanthomas are present on 
tendons, especially the Achilles tendon and 
the extensor tendons of the fingers. Tuberous 
xanthoma appear as yellowish nodules over 
the knees, elbows and buttocks. Plane xan- 
thomas are flat and of two types - xanthelasma 
palpebrarum around the eyes and palmar 
xanthoma. Eruptive xanthomas are usually 
abrupt in onset and are composed of yellowish 
tumours on a reddened base disseminated 
over back, buttocks, knees and elbows. The 
importance of identification of xanthomata 
is the ability to identify the underlying patho- 
logy, namely, hyperlipidaemia. While any 
form of xanthoma could occur in type II and 
type III hyperlipidaemia, type I, IV. and V 
can present with eruptive xanthoma. A point 
worth remembering is that although plane 
xanthoma could occur in normolipidaemiq 
individuals, a search for primary biliary 
cirrhosis, pancreatic disease, diabetes, mye- 
loma, leukaemia and lymphoma is nece- 


ssary. 


The conditions and diseases mentioned 
above form a very brief part of skin manifest- 
ations of systemic disease. The entire details 
are not within the scope of this short write- 
up. To conclude, if the skin could speak, what 
tales would it tell? 


* * * 


Suggestions for Snorers 


e Adopt an athletic lifestyle and exercise daily to develop good muscle tone and to lose 


weight. 


e Avoid alcoholic beverages within three hours of retiring. 


e Avoid tranquilizers, sleeping pills, and antihistamines before bed time. 
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e Sleep sideways rather than on your back. (Seu a tennis ball into a pocket in your 


pajama back). . 


Tilt the entire bed with the head upward. Place a brick under the bedpost ot the 
bedhead. 


Try wearing a whiplash collar ot night to keep your chin extended, and avoid use of a 
thick pillow that would kink your neck. Drink a cola or a cup of coffee before you retire 
SO your companion can get to sleep first. * 
(Hawaii Medical Jn. Vol. 47 Nov. '88) 
* * * * * * 
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Electrocardiographic abnormalities in normal 


South-Indian elderly. 


Natarajan V.S., Shanthi Ravindran, Venkatasubbu A., Elangovan R., 


Balakrishnan S. 


Summary 


The electrocardiograms of 100, apparently healthy elderly attending 
Our geriatric outpatient service were studied, to find out the normal 
electrocardiographic changes in old age. Even in the apparently healthy 
elderly, only 46% had a normal recording. The abnormalities we noted 
were prolongation of the intervals, a leftward shift of the axis, dys- 


rhythmias and “Т” wave changes. 


Prolongation was most significant in the Q-Tc interval, with 35% 
having an abnormal value. PR interval was prolonged in 5% and it was 
short in 4%. Prolongatioin was more significant in men than in women. 
Left axis deviation was noted only in 5% of the subjects. Ventricular 
and supraventricular dysrhythmias were noted in 3% and 2% of our 


subjects respectively. 


Introduction 


The aim of our study was to find out the 
normal electrocardiographic changes in old 
age. Blackburn et al (1967)! in their study on 
electro-cardiographic trends with age (in 
healthy men 25-59 years) noted a prolongation 
of duration and leftward shift of axis. Clark 
(1981)? found longer PR intervals in both 
sexes, more marked in men. He also noted 
short PR intervals in his study. M.D. Clee 
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et al (1979)°, using 24 hour ambulatory electro- 
cardiographic monitoring in normal subjects, 
noted a high incidence of ventricular (26%) 
and supraventricular (40%) ectopic beats. 
So we studied the electrocardiograms of 100 
apparently healthy elderly with respect to the 
intervals, axis deviation and the occurence 
of premature dysrhythmias. 


Method 


A standard 12 lead electrocardiogram 
was taken with the paper speed of the machine 
being 25 mm per second, long strips were taken 
in leads 2 and V; at the end of the recording. 
The intervals were measured in lead 2 by using 
needle, pointed adjustable calipers and a 
hand magnifier. 


Results 


The minimum age was 60 years and the 
maximum was 102 years. The average age was 
68.25 years. The average age among males 
was 69.43 years and that among females was 
67.07 years. The ratio of males and females 
was 2:1. Age and sex distribution is given in 
Table. I. 


u—————— MÁ—————————— — TO ee ee ee РИИ 


Vol. 86 No. 11 


THE ANTISEPTIC 602 


Table. I 


Age and Sex distribution 
Age groups Male Female Total 

60 - 69 43 25 68 
60 - 79 21 7 28 
80 - 89 2 1 3 
90 & above. 1 -- 1 

Total 67 33 100 
PR Interval 


A PR Interval of 0.12 - 0.2 seconds was 
considered to be normal in our study, Out 
of the 100 normal elderly, 91 had a PR interval 
within the normal range of 0.12 -.0.2 seconds. 
Short PR intervals (less than 0.12 seconds) were 
seen in 496 of the subjects. Prolonged PR 
interval above 0.20 seconds was noted in 5% of 
the elderly. Table II shows the sex distribution 
of normal and abnormal PR intervals. 


Table. II 
PR Interval abnormality related to sex 


PR Interval Male Female Total 
Below 0.12 4 -- 4 
0.12-0.2 59 32 91 
Above 0.20 4 1 5 

Total 67 33 100 


None of the females had a short PR interval, 
whereas among the males 5.97% had a short 
PR interval. Prolonged PR interval was 
present in 5.97% of men and 3.03% of women. 
The.average PR interval was 0.149, that among 
men was 0.153, and among the females was 
0.141. 


QRS Intervel 


A QRS interval of upto 0.1 second was 
considered to be normal. QRS interval abnor- 
mality in relation to sex is shown in Table III. 
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Table. III 
QRS Interval in relation to sex 
Normal Abnormal Total 
Male 64 3 67 
Female 32 1 33 
Total ° 96 4 100 


96% of the subjects studied had normal 
ORS complexes, ORS interval was prolonged 
in 4 subjects, 3 men (4.47%) and 1 woman 
(3.03%). The average QRS interval was 
0.0672, that among males was 0.0678, and 
among female 0.0660. 


Q-Tc. interval 


A Q-Tc interval upto 0.42 seconds among 
males and upto 0.43 seconds in females were 
considered to be normal. Table IV shows the 
Q-Tc abnormality in relation to sex. 


Table. IV 
Q-Tc abnormality related to sex 
Normal Abnormal Total 
Male 42 25 67 
Female 23 10 33 
Total 65 35 100 


Among 100 subjects, Q-Tc. was prolonged 
in 35, of whom 25 were male and 10 female. 
37.395 of,males and 30.395 of females had a 
prolonged Q-Tc interval. The mean Q-Tc. 
was 0.4162, that among males was 0.4131, 
and among females 0.4221. 


P. Wave 2 

The average amplitude of the Р wave was 
1.36 mm. No abnormal configuration was 
seen. 
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Chamber hypertrophy. 


The amplitude of QRS complexes were 
normal in 96 subjects. Left ventricular hyper- 
trophy was observed in 4 subjects and it was 
not related to age, sex or blood pressure. 
Right ventricular hypertrophy was not seen in 
the subjects studied. 


Axis deviation and other changes 


The axis of the QRS complexes was normal 
in 95% of the subjects studied. An axis of —30 
was present in 5 subjects. Right axis devia- 
tion was not seen. There was no evidence of 
extreme left axis deviation or left anterior 
hemiblock. Right bundle branch block was 
observed in 5 subjects. Left bundle branch 
block was not seen. Ectopics were seen in 5 
subjects, of which 3 were ventricular and 
2 supraventricular. T waves were prominent 
in 3 subjects. They were inverted in 3 and 
flat in 2. 


Discussion 


Our study on the electrocardiographic 
changes in apparently healthy elderly, vielded 
interesting results, because only 48 recordings 
were absolutely normal. This was consistent 
with the study of Martin and Millard (1973)*, 
in which only 49.176 of the electrocardiograms 
of the elderly were normal. 


The main abnormalities noted in our study 
were prolongation of the intervals, leftward 
shift of the axis, T wave changes and ectopics. 
Blackburn et al (1967)', in their study on 
electrocardiographic trends with age (healthy 
men, 25 — 59 years), also noted prolongation of 
duration and leftward shift of axis. 


In’ our study prolongation was most signi- 
ficant in the Q— Tc interval with 35% (25 men 
and 10 women) having an abnormal value. 
Considering that the normal Q- Tc in men 
should not exceed 0.42 seconds and that in 
women not to exceed 0.43 seconds, a prolonga- 
tion was seen in 25 men (37.3%) and 10 women 
(30.376). This shows that prolongation inspite 


of being significant, is more marked in men’ 


than in women. . 


The ORS interval was within normal limits 
in 9676 of the elderly studied. It was prolongec 
in 4 subjects, 3 men (4.9795) and 1 woman 
(3.03%). This also shows that prolongation is 
more marked in men than in women. 


The PK interval is said to lengthen with 
age, (Korsmann 1953°, Harlan et al, 1967°, 
Simonson 1972’) with prolonged intervals 
being more common over 70 years of age. 
On the other hand Mikalick and Fisch 1974* 
had observed that there is no significant 
increase of PR interval in the elderly. In the 
younger age group (25—59 years) Blackburn 
et al', have observed no significant change 
in the PR interval, in their study. 


In our study, PR intervals were normal in 
91% of the elderly. Abnormal PR intervals 
were seen in 976, with 5% having a prolonged 
interval and 4% a short PR interval. PR 
interval above 0.2 seconds was seen in 5 sub- 
jects (4 men and 1 woman). Clark? in his study 
on the PR interval in the geriatric in patients 
(1981), noted a prolongation in 2.796. As we 
considered only the apparently healthy elderly 
for our study, a prolongation in 5% (5.97% 
in men and 3.03% in women) is significant. 


In our study 4 men had a PR interval less 
than 0.12 seconds (short PR interval). None 
of the women had a short PR interval. In the 
study of Clark?, 3.896 had a short PR inter- 
val. Our values are therefore comparable to 
his study. The PR interval abnormalities 
are hence more marked in men than in women 
(Simonson et al 19607) (Clark 1981)? 


The P wave configuration was normal and 
the average amplitude of the P wave was 1.36 mm. 
Right ventricular hypertrophy was not noted 
in our study. The incidence of right ventri- 
cular hypertrophy in the study of K.P. Patel, 
Exeter (1977)? on electrocardiographic ab- 
normalities in sick elderly was only 0.7%. 
Left ventricular hypertrophy was noted in 496 
of our subjects. It was not related to age, sex 
or blood pressure. This is comparable to the 
study of K.P. Patel, Exeter (1977)? where 
the incidence was 9% among the sick elderly. 
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In our study, a leftward shift of axis (—30°) 
was observed in 5%. Blackburn et al (1987)! 
studied healthy men aged 25—59 years and 
noted a leftward shift of the axis with age. 
This trend was noted to be insignificant after 
the fifth decade. In our study an incidence of 
5% can therefore be considered insignificant. 
Right bundle branch block was seen in 5% of 
our subjects. M.D. Clee et al? noted right 
bundle branch block in 4% of normal subjects, 
in their 24 hour ambulatory electrocardio- 
graphic monitoring (1979). Left bundle branch 
block was not seen in our study. It was not 
seen also in the study of M.D. Clee et al’. 


Ectopics were seen in 5% of our subjects. 
2 of them were supraventricular and 3 were 
ventricular. M.D. Clee et al (1979)? using 24 
hour ambulatory electrocardiographic moni- 
toring studied 50 normal subjects and noted a 
high incidence of ventricular (26%) and supra- 
ventricular (40%) premature beats. In our 
study of the routine electrocardiograms the 
incidence of dysrhythmias is comparatively 
very low (5%). But the incidence of dys- 
rythmias may have been more if our elderly 
had also been subjected to the 24 hour ambu- 
latory monitoring. Previous studies on ambu- 
latory electrocardiography show that dys- 
rhythmias could be detected by ambulatory 
monitoring when not apparent in a conven- 
tional electrocardiogram. T waves were 
normal in 92%, 8% showed T wave changes. 
2% had flattening, inversion was seen in 3% 
and T waves were prominent in 3%. There 
was no depression or elevation of the ST 
segment. 


Conclusion 


Even in apparently healthy elderly, only 46% 
had a normal electrocardiogram. Though pro- 
longation of intervals is said to be a pheno- 
menon of old age, the significant prolongation 
of QTc interval, in apparently healthy elderly, 
warrants further follow up and study to rule 
out latent coronary artery disease. 
* * * 


Prolongation of PR interval may occur 
normally in old age, at the same time a short- 
ening of the PR interval is not uncommon. 
ORS interval is little affected, with an insigni- 
ficant prolongation occuring in the elderly. 
A slight left axis deviation can ocur in the 
elderly. Our study therefore brings to light 
the abnormalities in the electrocardiograms 
of the healthy elderly. 
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Paul yelled, "Hey Ralph, | got me а new hearing oid..... 


“What kind is it?" Ralph asked ............ “About 12 o'clock ...." Paul replied. 
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Evaluation of ketoconazole in extensive super- 
ficial mycoses (Ringworm, candidiasis and tinea 
versicolar) 


Chetan Oberai, Desai S.C., Sharma U.K., 
Introduction 


Superficial mycoses which includes dermatophytoses, candidiasis 
and pityriasis versicolor is a therapeutic problem in our country due to 
our climate. There is no single drug today which offers effectivity 
against all three. Treatment of extensive dermatophytoses with local 
antifungal cream and ointment is far from satisfying as it is tedious and 
with oral griseofulvin resistant cases are being increasingly reported’. 
(Heel 1982) It is same with candidiasis - an opportunistic fungus where 
local therapy is not always effective and 1.V. amphotericin B is toxic 


and too drastic treatment. And the third superficial mycoses tinea 
versicolor has no oral therapy except for ketoconazole. Local therapy 


for extensive lesions is cumbersome, not easily acceptable to the patients 
and many a times results in incomplete treatment with the local medi- 
cations. 


Animal toxicity tests have revealed a wide safety margin ranging 
from 80 to 450. Chronic. toxicity, embryo toxicity and mutagenicity 
tests have been completed in experimental animals prior to its evalua- 
tion in man. The clinical evaluations have been extensively and success- 
fully carried out in many parts of the world in more than 1000 human 
patients with superficial and deep mycoses.^? 


Ketoconazole exerts its antifungal activity by inhibition of bio- 
synthesis of ergosterol in fungal membrances. Intracellular build up of 
H,O, following alterations in oxidative or peroxidative enzymes leads to 
cell necrosis.^ This drug is well absorbed by oral route especially when 
given after meals. 


The present study reports the effect of Ketoconazole in Indian pati- 
ents with dermal mycoses. 


Ketoconazole has the following 
chemical structure. 
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Material & Methods 


А total number of 30 cases were selected 
for the evaluation of this new drug Ketoco- 
nazole. Out of these 10 each were of candi- 
diasis, tinea versicolor and ringworm. The 
mean age was 29.9 and male to female ratio 
was 83:17. 


Clinically and mycologically the diagnosis 
was established and blood was collected for 
haematological and biochemical tests and 
entered in the proforma (1). Tablet of Keto- 
conazole was given in a dosage of 200 mg daily 
after meals. Patient was asked to report every 
week for clinical and mycological examination 
and for the tablets of Ketoconazole. 


At the end of 4 weeks of clinical and myco- 
logical examination,’ blood was collected 
again for haematological/biochemical tests. 
Now Ketoconazole was replaced by placebo 
tablets and the patient was asked to report 
back weekly for clinical and mycological 
examination for next four weeks, at the end 
of which the blood was again collected for 
haematological and biochemical tests count. 
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A detailed information was collected from 


the patients regarding the side effects of the 
drug. 


Observation & Results 


Age and sex distribution is shown in 
tables 1 and 2. 


~ 
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Table I 
Age (Years) 
n 29 
Mean 29.9 
SE 2.076 
Table II 
Sex 
Sex No. of patients 
Male 25 (83%) 
Female 5 (17%) 
Total 30 (100% ) 


Clinically 15 (50%) patients showed comp- 
lete healing 12 (40%) showed mild residual 
lesions and the rest 3 (10%) showed consider- 
able residual lesions by global assessment 
as shown in Table 3. 


Table IIl 
Global Assessment 


Healed 
Mild residual lesion 
Considerable residual lesion 


15 (50%) 

12 (40%) 
3 (10%) 

Total 30 (100%) 

Out of these 15 patients 7 were of ring- 
worm and 8 of candidiasis and none from tinea 
versicolor whereas three patients of ringworm 
and nine patients of tinea versicolor and one 
of candidiasis showed mild residual lesions. 
This distribution and clinical results are 
demonstrated in Tables 4, 5 and 6 respectively. 


Table IV 


'" Ringworm Clinical ^ Results 


Score 1 2 3 
No. of 

patients 7 3 0 
Week to 6 
Negative 1 2 3 4 4>4 

No. of 

patients 0 1 3 4 2 
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Table V 























Candidiasis Clinical Results 
Score 1 ? 
No. of patients 8 0 1 p 
Week to 
negative 1:2 3 4»4 
No. of 
patients 153.3 11 
Table VI 
Tinea Versicolor Clinical Results 
Score 1 2 3 
No. of patients 0 9 1 
Weektonegative 1 2 3 4>4 
No. of patients 012 43 
Table VII 
Onset of Response 
Week when smear No. of Patients 
negative 
1 2 
2 5 
3 8 23(79%) 
4 8 
E Z 
8 2 
Not —ve till 8th week 2 
Test none done 1 
Total 30 





Note: All remained negative at 8th week 


As shown in Table 7, mycologically 23 
(79%) patients had become negative within 
four weeks. The slide of one patient of candi- 
diasis at the end of 8 weeks could not be 
accounted. 


The results eof laboratory investigations 
revealed significant changes over pretreatment 
values in haemoglobin, WBC count, SGOT 
and SGPT, Bilirubin, BUN and creatinine 
did not show any significant changes. Of these 
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only SGPT post-treatment value was outside 
upper limit of normal. However the bio- 
chemical tests - SGOT and SGPT repeated 
at the end of 8 weeks returned back to normal. 


Regarding the post-treatment haemato- 
logical changes viz. Hb and WBC count, 
although they were statistically significant, 
the mean values were within normal laboratory 
limits and had no significant corelation. 


The serum cholesterol value, in 26 patients 
done initially at 4 weeks and at 8 weeks of 
post-treatment demonstrated elevation to a 
statistical significant level at 4 weeks. How- 
ever, the cholesterol values were reduced 
significantly after 8 weeks i.e. on completion 
of Ketoconazole therapy. It is observed that 
the elevated values at 4 weeks were not cli- 
nically significant since they were within 
normal laboratory values. 


Side effects were noticed in 6 (20%) patients 
and it was in the form of headache, tiredness, 
sleepiness, heaviness of the head, bodyache 

















and fever as shown in Table 8. — , 
Table VIII 
Tolerability 
Side effect No. of patients 
Yes 6 (2095) 
Мо 24 (8096) 
Total 30 (100%) 
Side-effect No. of incidence 
Héadache 3 
Tired 2 
Sleepy 1 
Heaviness of head 1 
Bodyache 1 
Fever 1 








Discussion and Conclusion 


Majority of the patients who report in the 
hospital clinics are males and because of our 
selection criteria and better follow up, the 
males predominated in our studies. 


Male :: Female 25:5 


In ringworm cases 8 patients out of 10 
showed complete clearance in four weeks and 
the remaining two in 8 weeks. 


In candidiasis 8 out 9 showed clearance 
in 4 weeks. The results were striking in candi- 
diasis and in fact 4 cases showed excellent 
response in two weeks and three showed excel- 
lent response in three weeks. One patient's 
post-treatment report was missing. 


In tinea versicolor mycological response 
‘was excellent, 7 out of 10 becoming negative at 
the end of 4 weeks but clinically hypopig- 
mented patches persisted and showed very 
little change. The change was obvious only 
in pigmented variety of tinea versicolor where 
the pigmented lesions became hypopigmented. 


Oral Ketoconazole shows striking results - 
23 (87%) patients out of 30 became negative 
at the end of 4 weeks of therapy. No other 
drug has shown such an excellent response 
in candidiasis and tinea versicolor before as 
seen in this series with Ketoconazole. Bio- 
chemical studies done in our series of patients 
showed complete reversal. But a$ this drug 
shows LFT changes, we recommend that sus- 
ceptible cases need LFT monitoring beyond 
2 weeks of therapy. 


The drug was tolerated well except for a 
few side effects seen. LFT done in these pati- 
ents showed rise in the biochemical tests but it 


* * * 


was not out of proportion and quite consistent 
with other patients who did not show any side 
effects. These side effects disappeared follow- 
ing cessation of therapy. 


The assessment period was limited to 8 
weeks and during this period we did not see 
any case of relapse. 


The frequency of relapse and the neces- 
sity of continuing long term or intermittent 
therapy have yet to be determined. Nonethe- 
less the excellent response especially in candi- 
diasis and elusive tinea versicolor and the 
absence of serious toxic side effects in the 
patients with superficial mycoses treated with 
oral Ketoconazole have been encouraging 
and are sufficient justification for trial of 
therapy in other patients with this condition. 


Acknowledgment: 
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of Ketoconazole tablets for conducting this 
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* * * 


A Czechoslovakian railway worker who organised o petition demanding religious free- 
dom, which attracted 600 000 signatures, has been confined to a psychiatric institution. 
Psychiatrists have diagnosed him as suffering from ‘paranoia querlulans or habitual 
paranoid complaining. In most countries, such:a diagnosis would result in more of the 


population being inside than out. 
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Patch Tests with Musk Ambrette 


Jayakar Thomas, Abdul Khader. 


Introduction 


Musk ambrette (MA) is 2,6 - dinitro - 3 - methoxy - 4 - tertiary 
butyl toluene, used in fragrance compounds for cosmetics, toiletries and 
other products, like after shave lotions and deodorants, which under 
normal conditions of use will come into contact with the skin. It has been 
reported to be a potent photosensi.tiser inthe United States’, Germany’, 
Portugal? and other Western Countries*. It is also known to be neuro- 
toxic’. This study was conducted with an aim to find out the incidence 
of such deleterious effects in individuals working ina MA manufacturing 


unit. 
Materials and methods 


Thirty employees of a MA manufacturing 
factory in Madras were selected for the study. 
All of them were above 35 years of age and 
all of them had been working in this unit for 
the past 10 years to 17 years, being exposed 
directly to MA for atleast 8 hours on each 
working day. Before patch testing them, they 
were thoroughly clinically examined and any 
form of preexisting dermatoses or neurological 
deficit was ruled out in all the thirty individuals. 
Patch testing was done by standard technique 
as described byPasricha and Sethi?. Open and 
closed patch tests were performed in order to 
look for direct allergic contact dermatitis as 
well as for photocontact sensitivity. The anti- 
gens used were:- 


(i) Phenylethyl alcohol-which is used as a 
vehicle in the musk solution, 

(ii) 2% MA solution, 
(ш) 4% MA solution and 

(iv) 4%  6-Acetyl-1,1,3,4,4,6-Hexamethyl 
tetrahydronaphthalene (TONALID) which is 
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Dr. S.M. Abdul Khader M.B., B.S., 

30, Arathoon Road, 

Royapuram, 

Madras - 600 013. , 

Specially contributed to *The Antiseptic" 
Vol. 86 (11); P (610-611) 


Vol. 86 No. 11 


claimed to be a safe non-nitro musk. The 
patch test sites were examined after 72 hours 
and agian after 96 hours. 


Results: 


It was noted that none of the thirty tested 
individuals showed a positive reaction to any 
of the antigens used, both by opened or closed 
methods. 

Discussion: 

Although there are reports to show that 
MA is neurotoxic and also a potent photo 
sensitiser, this was not seen in our study. The 
individuals tested had been working in the 
manufacturing unit for a minimum period of 
ten years which is a reasonably long period of 
time during which initial sensitisation of T 
lymphocytes to MA should have occured. If 
this was true, then they should have shown 
a positive reaction to subsequent direct as 
well as photocontact challenge by way of the 
patch tests. But, on the contrary, these indi- 
viduals who are so widely exposed to MA as 
well as to a wide spectrum of the terrestrial 
light, ie, ultraviolet light (220 - 400 n.m.) and 
visible light (400 - 700 n.m), showed no positive 
reactions. It is noteworthy that the tests were 
carried out in the month of May, the hottest 
month of the year at Madras. From these 
results it may be concluded that in our part 
of the country such adverse reactions as obvi- 
ous neurotoxicity and contact or photocontact 
sensitivity to MA is nil. However, the pos- 
sibility of a minority of individuals develop- 
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ing these adverse and deleterious effects can- 
not be absolutely ruled out which fact may be 
true for any compound. But this does not 
justify, from our point of view, the fact tha* 
the use of MA should be restricted in ош 
country. Hexachlorophene and halogenated 
salicylanilides in soaps and detergents and 
paraphenolinediamine in hair dyes are other 
such examples of active compounds on cos- 
metics that are reported to cause adverse 
skin reactions. The authors' humble opinion 
goes with the old saying - *one man's food 
could be another man's poison". It is more 
true when comparing the dark - skinned man 
with the light - skinned man whose skin is 
more photosensitive. 


Acknowledgement: 
The authors wish to express their deep 


sense of gratitude to the Managing Director, 
Maschemaijer Aromatics, Madras, for his 
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kind permission in allowing this study to be 
conducted in his factory. 
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Renal calculi 


Malnourished children react to acute enteritis with acidosis by formulating and excret- 
ing large amounts of ammonium acid urate. These crystals are slow to grow, so they 
flocculate in the bladder the kidneys escape. The incidence is four times higher in boys 
than in girls, presumably because of the higher resistance of the male urethra to the 
passage of large clumps of crystals. Once the stone has been eliminated recurrence is 
not to tbe expected Short of another similar illness with dehydration. 


“Epidemics” of these calculi occur today in the Far Eastern "stone belt". In Malaysia 
eating spinach-like vegetable (full of oxalate) aggravates the situation. The cores of 
vesical calculi from ancient Egyptial down to nineteenth century European sources have 


the same composition. 


Ail this is in contradistinction to the common “primary” calcium-oxalate renal stone, 
which is a modern disease related to overconsumption, especially of refined carbohy- 


drates, dairy produce and animal protein. 


| emphasised all the while teaching, but all that students seem to get from their 
general medical education even nowadays is a detailed knowledge of hyperparathyroi- 
dism, which accounts fr perhaps 1% of renal stones. Epidemiology has hardly breached 
the academica ivory towers, Primary renal calculi, which arise in grossly healthy urinary 


tract, are preventable. 


* * * 
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Erythema Induratum of Bazin - А Case Report 


Porkodi R., Subramaniam Ramakrishnan, Krishnamurthy V., 
Patrick Yesudian, Chandrasekaran A.N. 


Introduction 


It was Bazin! in 1861, who gave the name erythema induratum to a 
nodular eruption which occured on the lower limbs of young woman who 
had tuberculosis. 


Fig. 1 
Shows the patient with arthritis left knee 
and healed papery scars on both legs. 
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Case Report 


A 35 year old lady doctor, presented to us 
with the complaints of recurrent nodular lesions 
over the lower extremities of 5 years duration. 
The skin lesions started as tiny erythematous 
nodules, enlarged in size, ulcerated, without 
subsequent discolouration, healed and left 
behind a papery scar. Some of these nodules 
were painful and pruritic. She had recurrent 
episodes of pain and swelling in the left elbow 
and left knee which had responded partially 
to non steroidal antiinflammatory agents. 
This lady had been healthy all her life, had a 
good appetite, denied weight loss, fever, 
night sweats, cough or sputum production. 
There was no temporal relationship between 
intake of drugs and her dermatological con- 
dition. 


On clinical examination she was well 
nourished, afebrile and there was no adeno- 
pathy. Erythematous, painful, subcutaneous 
nodules measuring 1—1.5 cm. in diameter 
were felt both in the anterior and posterior 
aspect of the legs. Healed papery scars were 
also seen in both legs. She had arthritis of 
the left elbow and left knee. System exa- 
mination including respiratory system did 
not reveal any abnormality. 


Laboratory investigations revealed a 
total white cell counts of 8,400 cells/cu.mm; 
a differential count of Polymorphs 48% lym- 
phocytes 44%, eosinophils 8%; haemoglo- 
bin 13.6 gm% and ESR of 60mm/hr. 


Biochemical analysis showed an uric acid 
level of 6mgs.%; Total plasma protein was 6.2 
gms% and the electrophoretic pattern was 
normal. Blood urea and creatinine were 20 mgs% 
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and 0.9 mgs?6 respectively. Serum calcium 
and phosphorous levels were normal. Cryo- 
blobulins were negative. 


immunological tests were normal. Rheu- 
matoid Factor by Waaler Rose Test and latex 
agglutination were negative. The C. Reactive 
protein, anti strepto lysin O titre, L.E.Cell 
and antinuclear antibody were all negative. 
Serum immunoglobulin levels were normal. 
VDRL was negative. Skiagram of the chest 
and involved joints were normal. Kveim test 
was not done. Purified protein derivative 
skin test after 72 hrs. showed an induration 
of 20 mm. in diameter. Biopsy of the skin 
nodule revealed a tuberculous granulamatous 
dermatitis with caseation and panniculitis 
consistent with eythema induratum (Fig 2) 
special stains for fungi and acid fast bacilli 
were negative. 





Fig. 2 


Showing Tuberculous Granulomatous lesion 
with caesation in the skin biopsy. 
Magnification 10 X 10 X 1.5 


In view of the strongly positive Mantoux 
reaction and evidence of tuberculous granu- 
lomatous lesion in the skin biopsy a diagnosis 


of erythema induratum was entertained and 
she was started on Rifampicin 450mg. , Etham- 
butol 600 mg. and INH 300 mgs. per day, 
which she had taken for a period of 9 months. 
She had responded weil to the above treat- 
ment. Her nodules had healed and there was 
no recurrence of her dermatological comp- 
laints. She was pain free. 


Discussion 


Clinically Erythema Induratum presents 
as crops of small, tender, painful erythematous 
nodules of 1 cm. diameter, occuring on lower 
limbs. Some of these nodules ulcerate with 
aggravation of pain as was seen in our patient. 
Young females are more often affected with 
this problem. 


Most patients give history of having or 
having had tuberculosis or have radiological 
evidence of tuberculosis. Some present with 
cervical adenitis of tuberculous etiology, 
while some others may not have any clinical 
evidence of tuberculosis. But all have a stron- 
gly positive Mantoux reaction as was seen in 
our patient. The initial nodular lesions occur 
at a time when tuberculous focus is clinically 
inactive and the patient feels healthy’. 


Total white cell count is normal. Erythro- 
cyte sedimentation rate is elevated or may 
even remain normal. 


In Erythema Induratum, mycobacteria 
cannot be found in the skin lesions possibly 
because the lesions represent an Arthus type 
of allergic reaction* and our investigation 
failed to reveal tubercule bacilli in the skin 
lesions. Montgomery et al? (1944) stated the 
following vascular disorders of legs have many 
features in common:- Nodular vasculitis, ery- 
thema induratum, erythrocynosis and pernio, 
erythema nodosum penniculitis, recurrent 
idiopathic thrombophelebitis and indurated 
cellulitis secondary to chronic venous stasis. 
Other conditions which come in the differen- 
tial diagnosis are gummatous syphillis and 
nodular lesions caused by bromides and 
iodides?.  . 
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Histologically, eythema induratum exhibits 
the appearance of a tubercuiloid granuloma" 
with or without caseation and may involve 
subcutaneous vessels? or fat. This picture 
is similar to true tuberculous skin infection, 
leprosy, saccoidosis. syphilis and foreign 
body granulomas from which it must be dif- 
ferentiated. Clinical picture and specific labo- 
ratory investigations will help in differentiating 
these conditions. 


Chemotherapy for tuberculosis brings 
about complete remission in patients with 
Erythema Induratum and out patient also res- 
ponded to the chemotherapy. 


When there is concomittant occurance of 
dermatological and rheumatological symp- 
toms the possibility of Erythema Induratum 
should be kept in mind as it is a treatable 
vasculitis disorder. 
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Marcus Gunn ‘Jaw - winking’ Phenomenon. 


À Case Report 


Vinod Kumar 


Abstract 


A case of Marcus Gunn ‘Jaw-winking’ phenomenon is presented. 
Hereditary inheritance is noticed. Review of literature, etiology and 


treatment are discussed. 
Introduction 


The ‘Jaw - winking phenomenon’ first 
noticed by Marcus Gunn in 1863 or 1893, is a 
rare congenital condition, and consists of slight 
ptosis and at times, paresis of the superior 
rectus muscle. On opening the mouth, or devi- 
ating the lower jaw to the unaffected side, 
the ptotic lid will elevate (Jaw-Winking). The 
lid, therefore, alternatively opens and 'closes 
when the individual chews, yells, laughs etc.'. 
This peculiar and dramatic paradoxical move- 
mént, is the most common among the con- 
genital synkinetic movements. Since 1863 
when the first case was reported, only about 
100 and odd cases have been reported". 


A typical case of Marcus Gunn ‘Jaw - wink- 
ing’ phenomenon is being reported for its 
rarity and for hereditary inheritance. 


Case Report: 


A male 48 years old attended the Eye- 


Clinic of HFC Hospital Namrup for presbiopic 


spectacles. On examination vision in both 
eves was 6/6 (Snellens chart). Marked wrinkl. 
ing of fore-head was noted. Right eye - anterior 
segment and posterior segment were without 
any pathology. Movements in all directions 
were within the normal limits. Left eye-there 





“рт. Vinod Kumar M.D., MS (Ophthalmol). 


was slight ptosis. The eye lid covered the 
upper half of the normal sized pupil. The 
patient noted that whenever he opened his 
mouth to eat something the eye lid retracted 
with jaw movements (Figüre No-1). Ptosis was 
complete since birth and after the age of 6-7 
years it reduced slowly to its present status. 
Restriction of eye movement was noted in 
upward, up-right and up-left gaze directions. 
Anterior and posterior segments were without 
any pathology. 


Family History: 


The patient has two sisters and three 
brothers. This phenomenon of Jaw winking 
is prevalent in one of his brothers in his left 
eye. Patient's mother had some squint in sun- 
light. Male and females of third generation 
are free of any eye pathology except that the 
daughter of the patient is having myopia of 
-3.00 D. (Figure No-2). 








MOSCOW, USSR 
HFC Hospital, 
Namrup, 4 
Р.О. Parbatpur - 786-623. Diagnosis: 
Dist. Dibrugarh (Assam) 
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Marcus Gunn ‘Jaw Winking’ phenomenon 
Specially contributed to "The Antiseptic" of left eye with hereditary inheritance. Paresis 
Vol. 86 (11); P (615-617) of superior rectus muscle of left eye. Presbio- 
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Comments: 


Typically this phenomenon is congenital, 
unilaternal and associated with ptosis; but 
rarely with any other muscular anomaly of 





the еуез”. It is more common in male persons 
and affected left eye more than right. Its inci- 
dence has been estimated as 2% of all cases 


of congenital ptosis?. 


Commonest movement described is open- 
ing of mouth. Others are: closing of mouth, 
chewing, sucking, clenching of teeth, deep 
respiration, protrusion of jaw and lateral 
movements of the jaw, emotional movements 
of face etc. 


Fall et al? had reviewed 115 cases of Marcus 
Gunn phenomenon and reported that in 796 of 
cases the phenomenon was without ptosis. 
Ptosis was complete in over 90% of reported 
persons. In 3% cases the syndrome was bi- 
lateral. 


A case of bilateral Marcus Gunn pheno- 
menon had been reported by Schultz & 
Burian’, wherein patient exhibited bilateral 
asymmetric limitation of elevation of each 
eye; normal lid position in straight ahead gaze, 
left sided levator was inhibited during gaze 
to the right or upward, bilateral levator excita- 
tion with opening of mouth was present and 
seesaw lid movements with forceful move- 
ments of jaw from side to side. In another 
case of bilateral phenomenon, the authors 
reported its association with systemic anoma- 
lies namely Spina bifida occulta, ectroda- 
ctyly, bilateral pes cavus, reduplication of the 
teeth and undescended testicles. Naidu et a? 
and Banerjee er al? have reported one case 
each of bilateral Jaw-Winking phenomenon. 


From India reports of this phenomenon 
are few: Patel, 19515; Krishnaswamy, 1954°; 
Prabhu and Rajan, 1958'°; Bhargawa and 
Chaubey, 196011; Shukla, 1966'2; Naidu and 
Khandelwal, 1966'*; and Banerjee and 
Chaterjee, 1987°. Naidu et al? reported five 
cases of this phenomenon. Three of them were 
typical. In one case, there was Pseudo-Graefe 
Phenomenon (elevation of ptotic lid on look- 
ing downward and inward), In another case 
there was concomitant internal squint and 
involuntary protrusion of the jaw downward 
and to the right accompanied by bilateral 
retraction of upper eye-lids. 
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Etiology 


In this phenemenon an oculomotor-facial 
trigeminal synkinesis is present. The origin 
is not known. It may be nuclear, supranuclear 
or a congenital misdirection of nerve fibres. 
Some fibres of third cranial nerve may arise 
from the fifth nucleus or some fibres may 
reach levator palpebrae via the auriculo- 
temporal branch'’'*. In the opinion of Nevin 
and Kiloh? this commonly accepted explana- 
tion of jaw-winking i.e. misdirection of nerve 
fibres is highly impropable and according to 
them it is more likely that the lid elevation 
results from reflex contraction of smooth 
muscle in the levator muscle, the reflex being 
initiated by jaw movements. 


Duke-Elder!^, suggested the theory of 
functional interference. It may be due to 
(1) irritation of normally dormant connections, 
(2) release of inhibition & (3) spraed of impul- 
ses by radiation. 


Shukla’? cited a theory of Atavistic Rever- 
sion. In fishes there is a strong associated 
movement of jaw opening and eye-opening i.e. 
deep muscle contracting and superficial muscle 
relaxing. Thus a week levator may only elevate 
the lid when the orbicularis is relaxed by jaw 


opening. 


А herditary tendency in the Marcus Gunn 
phenomenon has been noted. It behaves as an 
irregular autosomal dominant but may appear 
in опе sibling only cited by Banerjee et al, 
1987?. In the reported case the phenomenon 
is prevalent in two brothers out of four bro- 
thers and two sisters. The parents of the patient 
and his children and children of his brother 
and sister are free of this phenomenon. 


In acquired cases this phenomenon can 
occur after damage to the oculomotor nerve 
with subsequent abnormal regeneration of 
nerve fibres. Misdirection of regenerating 
third nerve fibres is common if the first signs of 
remission occur after three or more months. 
Association movements result. Lid retraction 
with adduction of the paretic eye (Fuch’s sign) 
is typical’. Pseudo-Graéfe sign is another 
example (inferior rectus fibres go to the levator 
of the lid). Adduction or occasionally abduc- 
tion or pupillary constriction occurs with verti- 
cal gaze. Holland’® has described Bulbus 
retraction on looking upward hy simultaneous 


retraction of superior and inferior recti. Marcus 
Gunn phenomenon may be explained. in a 
similar way. 


Treatment 


- Treatment is surgical. Best results have 
been obtained by severing the levator muscle 
completely and then doing a ptosis operation 
later utilizing the frontalis muscle’. 
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Ogilvie's syndrome of Idiopathic origin. 


А Case Report 


Arora P.K., Narang R., Gupta D., Sethna K.S. 
| Summary 


A case of Ogilvie's syndrome in a young female is presented. There 
was no associated disease to explain the development of this rare dis- 


order. 
Introduction: 


Ogilvie's syndrome, also known as ‘Pseudo- 
Obstruction of large bowel,' is the acute dila- 
tation of colon generally in association with a 
variety of extracolonic or extraabdominal 
disorders (Bachulis & Smith 1978). This is 
a rare entity and there are only few reported 
cases in which there was no underlying dis- 
order (Nanni et al 1981). 


Case report: 


A 35-year-old female presented with 
history of progressive distension and crampy 
pain in the abdomen for last three days. She 
was obstipated but there was no vomiting. 
In previous history there was no bowel comp- 
laint whatsoever. 


On examination, she was a well preserved 
patient but tachypnoeic and restless. Her 
pulse rate was 104/minute, respiratory rate 
28/minute and blood pressure 100/70 mm Hg. 
There was moderate distension of abdomen 
with slight tenderness in the left lower portion. 
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Specially contributed to “The Antiseptic” 
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There was no rigidity, guarding or rebound 
tenderness. On percussion, the abdominal 
note was tympanitic. Normal bowel sounds 
were auscultated. Scout film of the abdomen 
showed a massive dilatation of the colon 
except for its terminal part (Fig.1). There 
were one or two small fluid levels. A flatus 





Fig. 1 


Plain X-ray of abdomen showing massive 
dilatation of the colon with a ‘cut-off 
in the descending part. 


tube was inserted with a poor initial result. 
Nasogastric suction was instituted and patient 
was maintained on intravenous fluids. 


The state of colonic dilatation was moni- 


tored by 12 hourly repeat radiograms of the 
abdomen. Colonic dilataion gradually disap- 
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peared in 48 hours and the tube was kept in- 
side for another five days to avert any recur- 
rence. Barium enema examination after one 
nonth revealed no abnormality in the colon 


Discussion: 


Ogilvie, in 1948 was the first to describe 
this condition of acute colonic dilatation with- 
out any mechanical obstruction. The patho- 
physiology of this condition is unclear 
(Geelhoed 1985). It is believed to be due to a 
disturbance in the autonomic outflow innervat- 
ing the distal colon. Recently the abnormal 
levels of prostaglandins, have also been incri- 
minated (Bachulis & Smith 1978). 


In most of the reported cases this syndrome 
is- associated with the significant systemic 
problems (Rothwell Jackson 1963; Wanebo 
et al 1971; Norton et al 1974; Salerno: & Frey 
1978) like uraemia, diabetes, electrolyte 
imbalance, alcoholism, orthopaedic injuries, 
dialysis, hypothyroidism, congestive heart 
failure etc. In a comprehensive review in 1980, 
Nanni and his coworkers could collect 42 
cases from the literature, in which the develop- 
ment of syndrome was apparently idiopathic. 


The condition is initially managed by 
nasogastric suction and high insertion of rectal 
tube (Geethoed 1985). Repeated radiograms 
of the abdomen are essentially to monitor 
the diameter of caecum (Lowman & Davis 
1956). In case of progressive deterioration, 
colon is decompressed by a tube caecostomy 
(Norton et al 1974). At this juncture there 
is increasing emphasis on the role of fibre- 
optic colonoscopy in decompressing the 


relentlessly dilating colon (Kukora and Dent 
1977; Melzing and Tenz 1978). A formal 
laparotomy and exteriorisation or resection 
of the gut may be required in the event of 
multiple perforations of the colon (Bachulis 
and Smith 1978, Geelhoed 1975) 
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Many doctors still believe (wrongly) that glass does not show up on radiographs. 
A strongly worded letter in the “Canadian Medical Association Journal" (1989; 140:265) 
says that glass is radio-opaque. Hundreds of types of glass have been put to the test 
since the original observations in 1932, and the writer of the letter is unaware*of а single 


report of a radiolucent glass foreign body. 
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individual patient. Usually, an initial dosage 
of 120-160mg daily for 2-3 weeks is adequate, 

followed by a maintenance dosage of 40- 
120mg daiiy. 
Presentation : Bottle of 15 capsules. 


Further information available on request from 
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ШШК sit 21 Е D 
the cough syrup that brings 
relief to patients of all ages ... 


ADVANTAGES: 


No addiction or habit formation since it does not contain any morphine 
derivative. 

No drowsiness. 

Can be safely administered to cardiac patients, since it does not contain any 
sympathomimetic drug. 

Safe — can be administered to infants, children and pregnant women. 
Pleasant taste-hence easy acceptability even in children. 

Economical 

Because of the wide variation in the clinical picture of cough, it is impossible to 
designate any one drug as the sole drug of choice for the treatment of all 
coughs. 

Modell, Drugs of Choice, 1966-67. 





INDICATIONS: 

inflammatory catarrhal conditions of the respiratory tract. 
Common Cold € Naso-respiratory allergy € Laryngitis e Bronchitis 
9 Rhinopharyngitis € Bronchial Asthma 

Bronchiectasis @ Influenza € Smoker's Cough 

Irritating cough of tuberculosis 

Whooping Cough 

Other types of cough of unknown etiology 


DOSAGE: Adults: 1-2 teaspoonful two or three times a day. 
Infants & Children: 1/2 to 1 teaspoonful two or three'times a day. 


Packing: Bottie of 100 ml. 





THE ANTISEPTIC NOVEMBER A23 


Therole of cholesterol/albumin and cholesterol/ 
protein ratio as an indicator of atherosclerotic 


cardiovascular diseases. 


Jagadeesan K., Shantha Arogyadoss, Ramaswamy N., Panicker T.M.R, 


Paul Korath M. 


There is strong evidence that elevated 
levels of plasma lipids are often associated 
with acute morbidity and mortality along 
with its signs and symptoms. Interest has 
been focussed on lipids and lipoproteins 
due to its association with Atherosclerotic 
Cardiovascular Disease (АСУР). Since 
it is well known that ACVD are the out- 
come of the variation in the lipid fraction 
much work has been done on the prevention 
of ACVD by modifying the levels of plasma 
lipids. Recent literature reveals that the total 
cholesterol HDL measurement have a role 
to play as predictors of the high risk group. 


The study by Amin and Suseela Reddy 
(1983) reveal a correlation between HDL 
and Albumin (alb), Total cholesterol/ 
Albumin (TC/ALB) vs TC/HDL in healthy 
subjects and they have concluded that TC/ 
ALB ratio has better predictative value in 
terms of its simplicity and less expensive proce- 
dures in evaluating the risk factors of ACVD. 


A correlated study was undertaken on 
normal hyperlipoproteinemic subjects to 
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assess the simple predictor (TC/ALB or TC/ 
Protein Ratio) to help in the assessment and 
management of the ACVD patients. 


Materials and Method: 


Blood samples were obtained from 345 
individuals in the age group of 30-60 years 
of which 110 were normal and 225 were hyper- 
lipoproteinemic. Those subjects who have 
an elevated total Cholesterol and B Lipo- 
protein were classifed as one group (Group A) 
and those subjects who have total cholesterol 
normal but elevated B Lipoprotein were clas- 
sified as another group (Group B). Blood 
samples were drawn by vein puncture and 
analysis were carried out immediately without 
any delay. The Cholesterol was estimated by 
Zak's method, Proteins by Biuret method, 
Albumin by dye binding method and HDL 
Cholesterol by Heparin Manganese Cholride 
precipitation (Warnie and Alberts 1978). 
The lipoprotein pattern were studied by the 
agar gel electrophoresis. 


Results: 


Table 1 shows the mean value for cholesterol, 
Albumin Protein and HDL in normal and 


a. ЫШ Мм. ЗА 


Table 2 shows the correlation coefficients 
with their degrees of freedom in parenthesis. 


Table 3 shows the mean of Cho/Protein, Cho/ 
Alb. HDL/Alb and HDL/pro ratio in normal 
and hyperlipoproteinemia. 


Table 4 shows the distribution of cholesterol, 
HDL and Cho/HDL ratio in normal and hyper- 
lipoproteinemic individuals with their means 
as the standard value. 


Table 5 shows the distribution of Cho/Alb, 
Cho/Pro, HDL/Pro among normal and hyper- 
lipoproteinemic individuals with their mean 
as the standard value. 


Table 1 
The mean S.D. value of Cholesterol, Albumin, Protein and HDL value in Normal and Hyper- 


lipoproteinemic group. 
Parameter Normal (n=110) Hyperlipoproteinimicn-200A Group B п=35 * 
Cholesterol (mgs/dl) 214+ 26.6 287.87 + 28.87 236.97 + 21.50 
HDL (MGS/dl 47.41 + 5.97 57.91 + 9.48 50.00 + 5.86 
Proteins (Gms/dl) 5.92: 1,33 6.88 + 0.48 6.82 + 0.49 
Albumin (gms/dl) 4.77 € 0.41 4.03 + 0.26 3.97 + 0.33 
Table 2 
Mean S.D. od Cho/HDL, Cho/Alb, Cho/Pro, HDL/Alb and HDL/Pro ratio U in normal and 
Hyperlipoproteinemic group 
Ratio Normal (n=110) Hyperlipoproteinimic Group (A) Group (В) 
Cho/HDL 4.56 + 0.71 4.79 + 0.66 5.14 + 0.80 
Cho/Alb 55.32 + 7.69 61 + 7.80 71.68 + 8.37 
Cho/Pro 31.99 + 4.23 35.4 + 4.12 42.06 + 5.59 
HDL/AIb 12.39 + 1.89 12.95 + 1.96 14.40 + 4.36 
HLD/Pro 7.16 + 1.12 7.48 + 1.06 8.35 + 1.41 
Table 3 


Correlation Coefficients of Cho/HDL Vs HDL/Alb, Cho/HDL Vs HDL/Pro Cho/HDL Vs Cho/Alb, 
Cho/HDL Vs Cho/Pro and HDL Vs Alb with their degrees of freedom in parenthesis 


CORRELATION COEFFICIENT 
Parameter Normal . Hyperlipoproteinimic Group(A) Group (B) 
Cho/HDL Vs HDL/Alb — 0.552 ** (107) — 0.550 ** (33) — 0.386 ** (19) 
Cho/HDL Vs HDL/Pro — 0.616 ** — 0.579 ** — 0.408 ** 
Cho/HDL Vs Cho/Alb + 0.423 ** +0275% + 0.210 ** 
Cho/HDL Vs Cho/Pro + 0.976 ** + 0.270 ** + 0.183 ** 
HDL Vs Alb 3 0.335 ** + 0.029 + 0.136 


** Significant at P. 0.01 level 


+ А Group = High Cholesterol elevated B Lipoprotein 
* B Group = Normal Cholesterol elevated B lipoprotein 


Table 4 
Distribution of Cholesterol, HDL, Cho/HDL ratio in normal and hyperlipoproteinemic group with 
their mean as the standard value 

"cc Eee Amos ce qu tdg quer dmi Yu 
Category % of individuals with % ofindividuals with % of individuals with 

Cholesterol 240 HDL 47 with Cho/HDL 

4.5 5.0 

Normal 18.1 45.0 45.4 18.0 
Hyperlipoproteinemic 50.0 66.0 66.6° 25.0 
Group B 
Hyperlipoproteinemic 100.0 91.0 92.5 70.0 
Group A 
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Table 4 


Distribution of Cho/Alb, Cho/Pro, HDL/Pro among normal and hyperlipoproteineimic group v with 
their mean as the standard value 





Category % ofindividuals with % ofindividualswith % ofindividuals with % of individuals with 
HDL/Pro Cho/Alb Cho/Pro HDL/Alb 

7.5 дл АЫ 0 32 35 13 15 
Normal 36 40.9 245 48 50.0 18.0 36 133 
Hyperlipoproteinemic 
Group A 56 92.0 48.0 220 86.0 54.0 H 28.5 
Group B 85 99.0 980 80.0 995 99.5 85 58.0 
Discussion: 40-45% as compared to 66.6 - 99% in hyper- 


There js significant difference between the 
mean cholesterol and HDL value between the 
normal and Hyperlipoproteinemia group (A). 
But the HDL value alone will not throw light 
in the differentiation of the Hyperlipopro- 
teinemia (B) from the normal subjects. The 
mean value for Cho/Alb, Cho/Pro, HDL/Alb 
and HDL/Pro, and Cho/HDL were also found 
to be higher in the Hyperlipoproteinemic 
group А & B as compared to normal. But 
these ratios are not significant in differentiat- 
ing the normal from the Hyperlipoproteinemia 


(B) group. 


The arbitary mean of each entity was 
tested for its utility as the marking point to 
differentiate normal from the hyperlipopro- 
teinemia group (A & B) 


The percentage of individuals who have 
their cholesterol value above the mean 214 
mg/dl were 28% in normal, 50% in hyper- 
lipoproteinemia group (B) and 100% in hyper- 
lipoproteinemia group (A). The percentage 
of people who have their HDL value above 
the mean 47 were 45% in normal, 66% in 
hyperlipoproteinemia group (B) and 90% in 
hyperlipoproteinemia group (A). This means 
that the HDL value alone may not serve as a 
good indicator to differentiate the normal 
from the hyperlipoproteinemia group (B). 


The percentage of normal individuals 
who have their Cho/HDL, Cho/Alb and Cho/ 
Pro. ratio above the mean value range from 
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lipoproteinemia group (B). This means that 
these ratios with the exception of Cho/HDL 
may have little value to be used to segregate 
the two groups. 


The parameters were tested with a marked 
point to differentiate the normal from the 
hyperlipoproteinemia group (A) standard 
value of 5 was chosen as the marking point 
for Cho/HDL. 18% of normal, 25% of lipo- 
proteinema group (B) and 70% of hyper- 
lipoproteinemia group (A) values above 5. 
So this ratio may have little utility in differen- 
tiating the lipoproteinemia group from the 
normal. 


A standard value of 5 was chosen as the 
marker point for Cho/HDL ratio. 18% of 
normal, 25% of hyperlipoproteinemia group 
(B) and 7096 of hyperlipoproteinemia group 
(A) and values above 5. So this ratio may 
have little utility in differentiating the lipo- 
proteinemic group B from normal. 


A standard value of 65 was tested as the 
marker point for Cho/Alb. ratio. 4.8% of 
normal, 22% of hyperlipoproteinemic group 
(B) and 80% of hyperlipoproteinemic group 
(A) will have value above the standard value. 
This shows that the Cho/Alb. ratio with a 
standard value of 65 may be used to differen- 
tiate the normal from the lipoproteinemia 
group (B) as well as from the hyper-lipopro- 
teinemia group (A). 


Cho/Pro. ratio with a standard value of 35 
also works well in selecting the hyperlipo- 
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proteinemia group A & B from the normal 
group. HDL/Pro. and HDL/alb fails to dis- 
tinguish the normal from the hyperlipopro- 
teinemia group A & B. 

Recent studies reveal that a correlation 
exist between HDL/Alb, and TC/Alb. Vs 
TC/HDL. We have obtained a correlation 
between HDL and Alb. with a coefficient of 
r 0.335 as compared to 0.320 reported by Amin 
and Suseela Reddy. The Cho/HDL ratio corre- 
lated well with Cho/Alb and Cho/Pro. with a 
correlation coefficient of 0.423 and r 0.976 
respectively. The Cho/Pro. ratio correlates 
more significantly than the Cho/Alb ratio. 
Amin and Suseela Reddy have reported, a 
correlation coefficient of r 089 for for Cho/ 
HDL Vs Cho/Alb. These correlation were 
significant only in the control subjects as seen 
in the Table 3. 


The present study reveals that a correlation 
exists between HDL Albumin which is more 
prominant in the control subjects than in the 
hyperlipoproteinemic group. 


A correlation exists beween the Cho/HDL 
Vs, Cho/Alb. Cho/HDL Vs Cho/Pro ratio. 
The correlation between Cho/HDL Vs Cho/ 
Pro being more significant than the Cho/HDL 
Vs Cho/Alb ratio. The Cho/Alb and Cho/ 
Pro ratio may be used as an alternative index 
of HDL measurement in terms of simplicity 
and less expensive procedures. 


* * * 


Abstract: 


In this study of 345 individuals both normal 
and hyperlipoproteinemic group, we have 
noted a correlation between Cho Vs Alb 
(r 0.355 in control r.0.029 in Lipoproteinemic 
Group B, r. 0.136 in hyperlipoproteinemic 
group A) which is more significant in control 
subjects. We have also obtained a correlation 
between Cho/HDL Vs Cho/Alb. in normal as 
well as hyperlipoproteinemic group. (r. 0.423 
in control, r.0.275 in mild lipoproteinemic 
group B and r 0.210 in hyperlipoproteinemic 
group A. The Cho/HDL ratio correlated well 
with Cho/Pro ratio with a r.0.976 in controls 
and 0.279 in hyperlipoproteinemic group B 
and r 0.183 in hyperlipoproteinemia group A. 
All these ratio were significant at p) level. 
Our study reveals that Cho/Alb and Cho/Pro 
ratios may be used as an alternative- index 
of Cho/HDL ratio. 
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ALCOHOUC BEVERAGES ARE CARCINOGENIC TO HUMANS 


This is the final conclusion reached in a 400 page report on alcohol drinking released 
this March by the World Health Organization's international agency for research on cancer 
(IARC). The WHO cancer agency has reached the conclusion that the consumptin of 
alcoholic beverages is casually related to the occurrence of cancers of the oral cavity, 
pharynx, larynx, oesophagus and liver, which tend to be rare. 


The evidence reviewed indicates that the risk of cancer increases according to the 
daily number of drinks. The experts concluded that individuals who both smoke and drink 
have a substantially increased risk of developing cancers of the oral cavity, pharynx, 
larynx, and oesophagus traditionally regarded as smoking related cancers. 


An association between alcohol consumption and an increased risk of cancer has 
been observed in studies of lifelong nonsmokers. Available data indicate a positive 
association between drinking of alcoholic beverages and breast cancer in women. 


Evidence linking drinking of alcoholic beverages with rectal cancer was determined 


to be suggestive but inconclusive. 


(World Health Organization Publications March '89) 
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Hirudoid Cream 
The High Potency Heparinoid 







A step ahead 
in penetration 


Heparinoid (Hirudoid) 
penetrated the lower corium 
and subcutis 37 to 51 times 
better than 
HEPARIN* 


*Data on file 







COMPOSITION: 

Each gm. contains 

Mucopolysaccharide Polysulfate corresponding to 250 I.U. in a cream base. 
Comparative substance: International Standord Heparin 


INDICATIONS 

e Thrombophlebitis 

e Inflammation of varicose veins, varicose symptom complex. 

е Prevention and treatment of injection and infusion phlebitis 

€ Congestion, pains and feeling of heaviness in the legs, leg ulcers. 

e Inflamatory infiltrates and processes (furuncles Carbuncles, 
lymphangitis, mastitis, parotitis, etc. 

€ Haematoma, contusions, biunt injuries. 

e Improvement of scar formation after injuries, operations and burns. 

e Loosening of scar tissue. 


PRESENTATION: 
14 g. tube 


'eya for further details please write to: 
im di CFL Pharmaceuticals Ltd. 
Regent Chambers, 4th Floor, 208, Nariman Point, Bombay 400 024 
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Sarvodaya Laboratory 


wishes to thank doctors 
throughout Bombay City, Suburbs & 


South India for sharing with us, 
the world-wide concern for 
MALNUTRITION which found its 
expression in prescriptions for 


PROVISAR 


Granules & Syrup 


(Protein Supplement with Iron, 
Glycerophosphates & Zinc) 


ИШЕТ АП in India Ву: 


SARVODAYA LABORATORY | 
; 54/57, Siddhapura Ind. Estate, S. V. Road 
Goregaon (West), Bombay - 400 062 
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a new development from the 
research of Schering Corporation USA 






ctin 
the ben cive therapy 


r sterol id-r 
pet 


new " 
Diplene ...., 


(betamethasone dipropionate, USP 0 05%) 


an intensity of effect never seen before 


rl superior epidermal [52 enhanced efficacy 
N ~- penetration 4 with an excellent 


| safety profile 
relief within 3 days dic b.i.d. application 
< 98% 


су successful results 


For additional information conta ый Lr (INDIA) pb Oxford House, Apollo Bunder, Bom тогу 400006 
ZYG Pharma Pvt Ltd hal Press Ro ad No. 3. Surendranagar, Gujarat 363 00 
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The Dawn Of A New Era Іп 
Erythromycin Therapy 


ERYSAFE 
The Only Erythromycin Base In Enteric Coated Form 


e Superior to conventional erythromycin forms 

e Not destroyed by gastric acid 

e Superior absorption 

e Peak plasma levels even in the presence of food 


ERYSAFE 
The First Among Equals 


e Tonsillo-pharyngitis € Folliculitis 

e Tracheo-bronchitis ө Impetigo 

e Pneumonitis e Furuncles 

e Otitis media e Acne vulgaris 


ERYSAFE 


Available as ERYSAFE 125 mg/250 mg/500 mg 


ERYSAFE 
The Erythromycin With 
Superior Dynamics 


For further information write to: 
Ср U. S. VITAMIN (INDIA) LTD. 
Poonam Chambers 'B' Wing, Bombay 400 018. 
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PROMISE de CULES 


RECOVERY 
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SUPER BROAD-SPECTRUM ANTIBACTERIAL 


Convenient b.i.d. dosage 


* Covers most of the uropathogens * Covers most of the enteropathogens 
including Pseudomonas * Spares normal intestinal flora 

* First of its kind as oral * Eradicates beta-lactamase-producing 
anti-pseudomonal drug & -nonproducing gonococci 

* High penetration in renal and 
prostatic tissues 


* Prolonged bactericidal levels in urine 
* Least chance of bacterial resistance 





сеси 408 wis: & 000 fon Telle) 
Parenteral Power with Oral Dose 


For further details, please write to: A j p f Re 
ALEMBIC CHEMICAL WORKS CÓ.LTD., VADODARA 390 003 tite 0 # КЕЛИМ, 








(Tripotassium Dicitrato Bismuthate) 


A NEW CONCEPT 
IN THE 
MANAGEMENT OF 
PEPTIC ULCER 
DISEASE 


TR YM О Tablets 


ж High Ulcer healing rates. 
+ Bactericidal against C. Pylori - the most 


important aetiological factor in peptic ulcer 
disease. 


+ Significantly lower relapse rates than with 
Н» receptor antagonists. 
ж Convenient dosage. 


112 tablets pack — A complete treatment course. 


оны corren (FP) Deni Besant Нова, on 
With TRY MO, ULCERS HEAL FASTER 
AND STAY HEALED LONGER 





Wolff-Parkinson-White syndrome 


Krishnan P., Kannan G., Sukumaran, Bhaskaran V., 
Muthukumaran S., Ananthapadmanabhan J. 


Introduction 


The term preexcitation was introduced by Ohnell in 1944. Kent had 
described in 1893 itself, muscular connections between atria and ven- 
tricles but wrongly assumed that they were normal pathways. Mines 
suggested in 1914 reentrant tachycardias may be mediated through 
the bundle of Kent. Wolff and White in Boston and Parkinson in London 
published their 11 combined cases of ‘Bundle branch block with short 


P-R interval’. 
Definition: 

Wolff-Parkinson-White (WPW) syndrome 
is defined as the presence of an anomalous 
A-V pathway, which enables a sinus or supra- 
ventricular impulse to bypass the impedence 
and conduction delay of the main A-V nodal 
pathway and activate or preexcite the ven- 
tricular myocardium anomalously. 


Incidence: 


Occurs in all age groups, males are affec- 
ted twice more, often found in young patients 
with hypertrophic ‘cardiomyopathy. Type B 
(vide infra) occurs in 25% of cases of Ebstein’s 
anomaly. WPW may also be found with TGA, 
Tricuspid atreasia, Sunendo-cardial fibro- 
elastosis and mitral valve prolapse. Incidence 
is calcualted at 3 per 1000 population. Wel- 
lens studied 212 cases and found 64% had 
reciprocating tachycardia, 24% AF and 16% 
both. 


Symptoms: 


Palpitations of sudden onset and abrupt 
termination with ventricular rates of 140- 
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220/min.occur. Syncope, breathlesness, po- 
lyuria, probably due to Atrial Natriuretic 
Factor, anginal pain and acute LVF also are 
seen in these cases. 


Signs: 


Cannon wave in the neck and normo- 
or tachycardia are noted. 


ECG Changes: 


1.Shortened P-R interval (less than 0.11 
secs.). 2. widened QRS complex (more than 
0.12 secs.) 3. Delta wave:thick and slurred 
upstroke in the R wave. 4. Normal P-J inter- 
val from the beginning of P wave to the end of 
QRS complex. 5. ST segment and T wave are 
frequently deflected in a direction opposite to 
that of the QRS complex. 


Mechanisms: 


The quickened conduction through the 
anomalous pathway results in a shortened P-R 
interval. But in preexcitation P-R is not always 
short. Marriott found 23% of 589 cases had 
P-R interval of 0.12 secs. or longer. Delta 
wave, so named by Segers in 1944, is caused by 
slow intramyocardial conduction of the impulse 
which finds itself dumped into the myocardium 
via an anomalous tract. Delta wave is defined 
as that portion of the loop which begins at point 
E, the resting or isoelectric point of the electro- 
nic beam and ends with resumption of normal 
conduction speed. QRS complex is widened 
due to asynchronous activation of the two 
ventricles. QRS width depends upon the delta 
wave which in trun depends upon the time 
gain by conduction through accessory pathway 
and through the A-V node and on the location 
of the accessory pathway. QRS is not neces- 
sarily broad always. In 23% of 589 cases, 





Vol. 86 No. 11 


THE ANTISEPTIC 624 


Marriott found QRS measured less than 0.11 
.secs. Normal P-J is maintained by a widened 
ORS compensating for the short P-R interval. 
ST segment and T changes depend upon the 
delta and ORS vectors. If anteriorly directed, 
upright waves are seen and if posterior, nega- 
tive waves аге produced. 


Types of WPW Syndrome: 


1. Type A : Prominent positive initial ORS in 
right precordial leads (V1, V2) due to early 
activation of posterior portion of the right 
ventricle. The delta wave vector is directed 
anteriorly. 


2. Type B: Prominent negative initial QRS 
in V1, V2, due to early activation of antero- 
superior portion of the right ventricle. Delta 
wave vector is directed posteriorly. 


3. Type С: Characterised by negative delta in 
left lateral chest leads. 


Concealed WPW syndrome: 


Sometimes preexcitation may not manifest 
during sinus rhythm since the accessory path- 
way does not conduct anterogradely. But a 
retrograde conduction may provide a circuit 
for a reentrant tachycardia. 


Diagnosis: 
1. Inj. Atropine will abolish the delta wave 


2. Vagal stimulation and digitalis facilitate 
conduction through accessory pathway and 
bring out delta wave more clearly. 


Differential Diagnosis: 


1. .Lown-Gangog-Levine Syndrome: All the 
atrial impulses bypass the A-V node and enter 
the interventricular conducting system distal to 
A-V node. P-R intervalisshort, ORS is normal 
with supraventricular tachycardia. 


2. Conditions Associated with WPW Syndrome 
Mitral valve prolapse, Ebstein's anomally, 
Cardiomyopathy, Tricuspid atrsia, Transposi- 
tion of the great vessels, Endocardial fibro- 
elastosis. 

3. Variation of WPW syndrome 

4. Acute Myocardial Infarction. 


Diagnostic significance of WPW Syndrome 
1. WPW syndrome may be complicated by 


a. tachycardia b. Atrial flutter/fibrillation 
c. Atrial ectopics d. Ventricular tachycardia/ 
fibrillation e. death. 

2. Uncomplicated WPW may mimic Acute 
Myocardial Infarction (AMI) 

3. WPW may mask the ECG manifestations of 
AMI 

4. WPW may cause difficulty in diagnosing 
bundle branch blocks 


5. WPW may augment or exaggerate ECG 
features of AMI 


Tachycardia: 


Three types of tachycardia may occur in 
WPW 


A. Ortodromic: In 95% of cases, the impulse 
from SA node finds the accessory pathway 
refractory and hence travels from SA node to 
AV node, then through the accessory pathway 
back to SA node. 


B .Antedromic: occurs in only 5% of cases. 
Impulse travels from SA node through the 
accessory pathway to AV node then back to 
SA node. 


C. Reciprocating tachycardia: is a better term 
than supraventricular tachycardia since in WPW 
both atrial and ventricular components are . 
needed. 


Uncomplicated WPW mistaken for AMI 


l. A delta wave vector of more than - 70 
degrees will be directed away from the positive 
poles of Leads II, III and aVF, producing an 
initial negative deflection in these lead, which 
may be mistaken for a pathological Q wave, 
leading to an erroneous diagnosis of Inferior 
Wall Infarction. 


2. Anterolateral Infarction may be wrongly 
presumed -with inital negative deflections in 
Leads I and aVL, due to the delta vector 
being directed away from the positive poles 
of these leads. 

3. Delta vector directed posteriorly in Type B 
WPW producing negative deflections in V1. 
V2. V3. may mimic Anteroseptal Infarction. 


4. In Type А WPW,the initial activation of 
the posterior wall of the left ventricle will 
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result in an anteriorly directed delta vector 
causing ORS positivity in precordial leads V1, 
‘V2 mimiking Posterior wall infarction. 


WPW masking EGG features of AMI 


l. A delta vector directed downwards in the 
region of +90 to 100 degrees will produce 
positive initial deflection in Leads II, III and 
aVF, thus masking the pathological O, Inferior 
Wall Infarction. 


2. An anteriorly directed delta vector will 
cause positive deflections in right precordial 
leads, masking the Q of Anteroseptal Infarc- 
tion. 


Augmentation of ECG features of AMI by WPW 


1. In Type A, delta wave directed in the same 
direction will augment ECG changes of poste- 
rior wall infarction. 


2. If preexcitation invovles posterior wall of 
left ventricle 


a. delta with left axis deviation will augment 
changes of inferior wall 


b. delta with right axis deviation will augment 
changes of anterolateral infarction 


c. delta with posterior axis will augment 
changes of posterior infarction 


Ventricular Fibrilliation 


1. Since the accessory. pathway does not have 
the property of delaying an impulse, atrial 
ectopics, flutter or fibrillation may invade 
the ventricles during vulnerable period preci- 
pitating fatal VF. 


2. Drugs like digitalis, verapamil and propra- 
nolol shorten the refractory of the accessory 
pathway and when used in WPW especially 
with AF increase the risk of occurrence of VF 


Ventricular Tachycardia: VT in WPW can be 
ditferentiated from other types of VT by (a) 
rate 300/mins and (b) upright QRS in V1, V2 
as well as in V5, V6. 


Death in WPW 


The risk of death is more when WPW is 
associated with atrial flutter/fibrillation. Fast 


impulse rates of 250-300/min.can be condu- 
cted anterogradely through the accessory 
pathway, resulting in very rapid ventricular 
tates progressing to cardiac failure, VF and 
death. Secondary hypoxia also has a role. 


Prognosis: is better in the asymptomatic group. 
In the symptomatic group, the risk is higher 
with shortened refractory period. 


Treatment: | 


Asymptomatic cases: No treatment is usually 
needed but coexisting IHD must be excluded 
by Exercise test, which causes ST depression 
of more than 2mm. if there is IHD. 


Symptomatic cases: 


I. Reciprocating tachycardia 


i. Vagal manoaeuvres - carotid sinus compres- 
sion, bending head between knees, ice com- 
pression to the neck 


ii. Drugs that prolong the refractory period of 
the accessory pathway: Quinidine 300-600 mg. 
IV/6th hrly 
Disopyramide 100-300 mg. orally 


Procainamide 250-500 mg. orally/6th hrly 
Verapamil 5 mg. IV slowly 


iii. Cardioversion, Atrial or oesophageal over- 
drive pacing 


II WPW with AF/flutter: Diagnosis is made 
with grossly irregular PR interval and ano- 
malous ОК$. Quinidine 10-15 mg/Kg. IV/6 th 
hrly and Propranolol 0.1 mg./Kg BW/IV6th 
hrly are tried. 

Cardioversion is indicated if there is 1:1 block 


WPW with rapid ventricular rate: DC cardio- 
version is the treatment of choice. 


IV Longterm treatment: Quinidine, pro- 
cainamide, amiodarone and if there is no 
atrial fibrillation, verapamil and propranolol 
also may be tried. 


Amiodarone is given in a dosage of 800- 
1200 mg.daily for 10 days, followed by 400- 
600 mg. daily for 10 days and the maintenance 
dose is 200-400 mg.daily. Serious side etfects 
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of amiodarone therapy should be remembered: 
Pulmonary aleveolitis, nightmares, ataxia, VT 
sinus arrest, drug interaction with antiarrhy- 
thmics and anticoagulants. 


Atrial or ventricular artificial pacemaker 
insertion and successful surgical ablation of 
the bypass tracts have also been performed. 


Case Illustration 


Mr.P,54 years old, a cooly, was admitted 
in the hospital for recurrent episodes of pal- 
pitations, mild chest discomfort and giddiness 
for 6 months and an acute episode of cough 
with expectoration for about a week. There 
was no past history suggestive of diabetes, 
hypertension, tuberculosis, rheumatic fever 
or syphilis. 


Examination revealed an anemic, thin indivi- 
dual, comfortable, with no clubbing or cyano- 
sis. Bilateral pitting oedema was noted. JVP 
was not elevated, Radial pulse was 96/min., 
regular. Systemic arterial BP was 142/100 mm. 
Hg. Except for an accentuated A2, there were 
no ausculatory abnormalities over the heart. 
Scattered bilateral basal crackles were present. 
Other systems did not reveal any abnorma- 
lity. 


Investigations: showed Urine-Albumin and 
sugar absent, Hb 10 Gm% TLC 6400/cmm, 
DLC P59, L32,E9. Blood urea 52 mg% , Blood 
sugar 180 mg%, Serum cholesterol 137 mg%, 
SGOT 86 Units, SGPT 52 units. Skiagram of 
the chest showed mildly enlarged left ventricle 


* * * 


but lung fields were clear. ECG showed chara- 
ina ot Lis : TWEN угар, (Fig. н 


ttt SHENRER ENT 
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Fig. 1 
Patient was treated symptomatically and he 
improved. He was reported to have died sud- 
cenly at home after about a month after dis- 
charge from hospital. 


Acknowledgement: We thank the Dean, Than- 
javur Medical College for the kind permission 
to add the case example for this article 
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* * * 


FOR HOW LONG IS IT SAFE TO LEAVE PLASTIC CONTRACEPTIVE COILS IN PLACE? 


An inert intrauterine contraceptive device that is causing no symptoms may be left in 
the uterus until one year after the menopause. After five years of continuous use the 
incidence of actinomyces like organisms in cervical smears rises to 20% and in increase in 
pelvic inflammatory disease has been reported. Nevertheless, the risk of infection is not 
high enough to justify removing an intrauterine device. Removal and replacement carru 
higher risks of complications including infection. Manufacturers recommended that devices 
containing copper should be changed every three to five years, but the newer copper 
devices are probably effective for much longer. If a coil is found in the uterus long ofter 
the menopause and cannot be removed no intervention is needed. Retention of an old 
fashioned device for 49 yeors hos recently been reported. 
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TREATING INFECTIONS 


A wide Spectrum of 
Antibiotics to choose from 


BIOCILIN 

(Ampicillin) 

Caps.: 250 mg. & 500 mg. Strips of 4 caps. 

Injs.: 100 mg., 250 mg., 500 mg. & 1 gm.vials B 
Dry Syp.: 125 mg./5 ml. & 250 mg./5 ml. | 
Drops: 100 mg. in 1 ml. 











CEPHAXIN 
(Cephalexin & Cephaloridine) 
Caps.: 250 mg. & 500 mg. (Cephalexin) 





Injs.: 500 mg. & 1 mg. vials — (Cephaloridine) 
Dry Syp.: 125 mg/5 ml. (Cephalexin) 


























MOXILIUM 
(Amoxycillin Trihydrate) 
Caps.: 250 mg. & 500 mg. Strips of 4 caps. 
Dry Syp.: 125 mg./5 ml. 


BIOCLOX 
(Cloxacillin) 

Caps.: 250 mg. & 500 mg. Strips of 4 caps. 
Injs.: 250 mg. & 500 mg. vials 








AMPILOX 


(Ampicillin + Cloxacillin) 
Caps.: 250 mg. each of Ampicillin & Cloxacillin. 
Injs.: 125 mg., 250 mg. & 500 mg. each of 
Ampicillin and Cloxacillin in vials. 
Neonatal Injs.: Ampicillin 50 mg. and Cloxacillin 
25 mg. in vial. 

Syrup: 125 mg. each of Ampicillin and 
Cloxacillin per 5 ml. 


















BIOFLOXIN 


(Norfloxacin) 


FLOXIPRO 
(Ciprofloxacin) 

Tabs.: 250 mg. & 500 mg. 
Strips of 4 tabs. 






BIODOXI 


(Doxycycline Hcl.) 
Caps.: 100 mg Strips of 4 caps. 






Tabs.: 400 mg. 
Strips of 4 tabs 































BIOGARACIN 


(Gentamicin Sulphate) 
Injs.: 20 mg./2 ml. vial & 80 mg./2 ml vial 


AMICIN 


(Amikacin Sulphate) 
Injs.: 100 mg., 250 mg. & 500 mg. vials. 


BIOTAX 
(Cefotaxime Sodium) 
Injs.: 250 mg. & 1 gm. vials. 


BIOCHEM PHARMACEUTICAL INDUSTRIES 
Biochem Aidun Bidg., 1st Dhobi Talao, P.O. Box 2217 


Bombay-400 002. 
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e G32 ® R. Compound в Leptaden ө Fortege • Bangshil .... 


for COUG H of all. types: 
tablets DE KO FCY MESES к, 


e Suvarna Vasant Malati e Talispatra € Abhrak e Ardusi etc. processed іп HALDI (Turmeric) 
DEKOFCYN Formula has: - Anti-tussive • Expectorant • Demulcent • Decongestant 
• Anti-phlegmatic * Antibacterial • Anti-inflammatory • Anti-allergic  Haemostatic & Tonic 
properties. 

















Se In Acute & Severe cough: In Chronic & Resistant cough: 
rs onset of relief within 1-2 days. Improvement within 3-7 days. 
Complete relief within one week Continue treatment for 3-4 weeks or more. 
No drawbacks such as: 
* Drowsiness • Constipation • Suppresson of appetite as are common with Antihistamins, 
Sedatives, Cough Suppressants. 
e SAFE: Dekofcyn is safe for ail age groups, bed ridden patients & children. 


e in Bronchiectasis : Decreases production of mucopurulent & foul smelling sputum. 
Makes expectoration easy & smooth. 


259] e Promotes undisturbed sleep: Eases breathing & induces sense of well being. 
Bs A e increases Vital Capacity : Helieves breathlessness. 


INDICATIONS: 


E typés.of* "Productive & Ron- “productive, cough 


» Due to URT Infectons e Associated with: Bronchitis, 
Bronchopneumonia, Bronchiectasis, Asthma, T.B., 
= Post-infiuenzal cough. 


e Due to Occupational, Environmental & Industrial factors 
e SMOKERS COUGH ө Tropical Eosinophilia 


To minimise symptoms & hasten recovery in: \ 
Common cold, Sore Throat, Rhinitis, Laryngitis, Pharyngitis, Tonsillitis, Sinusitis 


DOSE. in Acute & Severe Cough: 2 tabs. tds for 1 week. 
in Chronic & Resistant Cough: 2 tabs. bd or tds for 3-4 weeks (Suitable chemotherapy to 
ре continued along with DEKOFCYN where necessary) 


SAFE Ayurvedic remedy for 
COUGH in Infants & Children 
has Tonic properties, Promotes weight gain 


COUGH DUE To: U.R.T. Infections, Bronchitis, Asthma, Allergic Bronchitis, Primary 
Complex (Childhood tuberculosis), Bronchiectasis, Post-measles cough, Whooping Gough 


DOSE: v? to 1 tab. 2-3 times a day with honey or water. 


Have you received? if not, please write for: Hf 


e Prescribing Index with latest Dosage Scheme. 
e Doctor's Price-list with Special Offer on orders for 1000 tablet Bulk Packs. 
е Latest Research Data on particular products. e Art works of “Dhanvantari” and/or үх 2; 


Availability : For Prescription at Chemists all over India in PACKS of 50 &.100 tablets. 
ALARSIN Marketing (P) Ltd. A/32, Rd. No. 3, M.I.D.C., Andheri (E), Bombay 400 093 
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PROBIOTIC* - THE OTHER HALF OF ANTIBIOTIC STORY 


ANTIBIOTIC STORY 


The ready availability of antibioties in 1950s resulted in their widespread use as therapeutic 
agents. Prolonged antibiotic treatment cause gastrointestinal upsets with associated severe 
diarrhoea and these disturbances often change the composition of the intestinal Flora(suppre- 
ssing the protective flora like LACTOBACILLI and allowing the pathogens like E. Coli, Staphy- 
Jococci, and Candida to survive). The concern about these side-effeets of antibioties use as 
therapeutic agents has produced а climate in whieh both SCIENTISTS and PHYSICIANS are 
looking for alternatives. PROBIOTICS* are being considered to fill this role. 


PROBIOTICS* IN PHARMACEUTICALS 


The term 'PROBIOTIC' originated from two Greek words meaning 'FOR LIFE' and contrasted 
with the term 'ANTIBIOTIC' whieh means 'AGAINST LIFE'. "Fuller (1989) defined PROBIOTIC 
as "A live microbial supplement which beneficially affects the man by improving intestinal 
microbial balance". LACTOBACILLI are gencratly used as PROBIOTICS. The primary pharma- 
ceutical application of Lactobacilli is in GASTROENTEROLOGY during and after antibiotic 
therapy. Administration of Lactobacilli normalize the balance of Intestinal Flora, Stimulate 
bowel movement by producing lactic acid, exclude pathogens and reduce detrimental substances 
like phenols, indole and toxic amines produced by putrefactive bacteria. 


PROBIOTIC* 


OF 
CHOICE 
LACTOBACILLUS SPORES POWDER 


(A Sporiferous Preparation of Viable Lactobacillus Sporogenes) 


SPECIALITIES OF BACTOLAC PHARMACEUTICALS BASED ON LACTOBACILLUS SPORES 


LACTOSPORE TABLETS EN-B-LAC CAPSULES 


- Infantile diarrhoea, Acute - Diarrhoea in children & adults - Indigestion, Anorexia, 
and chronic colitis & Acute and chronic colitis and Dyspepsia. 
Enteritis. Enteritis, constipation. - B-Vitamin deficiencies. 
- Indigestion, Vomitings, - As un exeellent adjuvant during , 
Constipation Flatulence. and after antibiotic & chemo- - Restore and stabilize 
- Additive to bottle Milk Food therapy. Normal БИРР Fion 


after antibiotics and 


and Weaning Food for proper chemotherapy. 


digestion and absorption and 
weight gain. 


BACTOLYTE POWDER 


- Provides double protection against 
Dehydration and diarrhoea to 
paediatric Patients. 


BACTOLAC PHARMACEUTICALS РУТ. LTD., 
Post Box No: 382 
HYDERABAD - 500 001 
Phone : 232605 
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A study of thyroid swelling of 200 Cases 
Nayak K.G., Usha K. 


Introduction 


A thyroid swelling has been an eternal enigma to a clinician and a 
delight to an ardent researcher. With the giant strides made in various 
fields of medicine a number of mysteries that surround the thyroid 
have been cleared. Yet much remains to be done in this direction. The 
contribution made by Theodar Kocher, William Steward Halsted, 
Geroge Crile and Charles.H.Mayo towards surgical techniques of 
thyroid should be written in Goiden letters. A few years ago surgery 
of thyroid was the ultimate word in surgical skill of a surgeon. The 
same thing cannot be said today. However with the advancement in 
other branches of Medicine, surgery. of thyroid is safe today. 


Iodine deficiency is a well recognised factor in the causation of 
thyroid goitre. In most of the advanced countries with high standard 
of living and a balanced diet with iodised salts, the thyroid goitre is on 
the decline. However at K.R. Hospital, Mysore in the year 1987, 203 
cases of thyroid swelling were admitted, a substantial figure, indeed, 
by any standard. A comprehensive study of 200 of these patients forms 
the material of this study. 


Material and Methods: was carried in most of the surgically removed 


; | | specimens of thyroid. 
Material for this study was obtianed from 


patients admitted with thyroid swelling at 
K.R.Hospital, Mysore for a period of 12 
months from 1st Jan 1987 to 31st Dec. 1987. 


A total of 203 cases of thyroid swelling 
were admitted at that time, of which 200 were 
studied in detail. Apart from the clinical 
diagnosis, special efforts were made to find 
the incidence, prevalence of the disease, in 
various places, signs and symptoms, family 
history, past history were recorded. No special 
investigations could be done because of lack 
of facilities. However histo-pathological study 
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Data and Analysis: 
Specially contributed to “The Antiseptic” 


Vol. 86 (11); P (628-633) Д ( Total number of general surgical operat- 
ions (excluding minor cases under local anaes- 
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thesia and emergencies) carried out during 
the year 1987 were 2171 out of which 150 were 
thyroid operations making it 2.3%. 


Age Incidence: 


The age varied from 10 to 70 years, average 
age being 33.9 years. In our hospital, children 
below the age of 12 years are not admitted. 


Male Female Total Pe: ^; £N- 


Age in years 


1-10 
11-20 
21-30 
31-40 
41-50 
51-60 
60 and above 


о 2 68 Ё 8 ! 


Sex Incidence: 


Goitre was more common in Zemales that 


males in all age groups. In the present series 


male :female ratio is 1:4. 
Geographical Distribution: 


Most of the patients treated surgically for 
goitres were from Coorg and K.R. Nagar. 


Clinical Features 


Most of the patients presented with swell- 
ing in front of the neck. 


Complaints Numberof Percentage 
cases 
1. Swellinginthe neck 196 98 
2.Painintheswelling 10 3 
3. Dysphagia 30 15 
4. Dyspnoea 5 2.5 
5. Сһапреіп Voice 20 10 
6. Palpitation 50 25 
7. Tremors 50 25 
8. Tiredness 60 30 
9. Sweating 50 25 
10. Hypothyroidism 36 18 


Duration: 


Varied from a few days to many years. In 
two cases it was as much as 20 years. But on an 
average patients presented within two years 
after noticing the swelling. 


Clinical Diagnosis: 
In a little over 9096 of the cases definite 


diagnosis could be made clinically, others 
were histopathological surprises. 











Clinical Diagnosis No.of cases Percentage 
1. Non toxic multinodular goitre 68 M 
2. Toxic multinodular goitre 3) 15 
3. Solitary nodule 36 18 
4, Adenoma 20 10 
5. Toxicadenoma 20 10 
6. Simple goitre 14 7 
7. Malignaricy У 25 
8. Thyroiditis 7 3.5 
Multinodular Goitre: 


Highest incidence among the thyroid dise- 
ases making nearly 50% of all the cases. Non 
toxic were 68 and toxic 30. 


Incidence of malignancy in these cases was 
3.5% (7саѕеѕ) 


Solitary Nodules: 


Formed the next common entity. 5 out of 


36 cases turned out to be malignant making 
a percentage of 14.6%. 


Thyrotoxicosis: 


There were 50 cases or 25%. Among them 
40 were secondary and 10 were primary. All 
the cases were treated initially by Neomerca- 
zole and followed by surgery. 
Thyroiditis: 

& 

7 cases of thyroiditis were detected, of the 
7 cases two had classical picture and were 
diagnosed preoperatively 3 presented as multi- 
nodular goitre ‘and two had a single nodule. 
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"Maliganancy of Thylroid: 


12 cases out of 200 constituting 6% of 
these 7 were papillary and 5 were follicular. 
Other varieties namely anaplastic and medul- 
lary carcinomas were not met with in this 
study. Of the 12 cases only in 5 a suspicion of 
malignancy was entertained. The rest came 
as surprises. 5 cases which were diagnosed 
preoperatiavely were treated by near total 
thyroidectomy. In others, surgery depending 
upon the preoperative diagnosis was per- 
formed. 


Histopathological Report: 


Operative specimens were sent for histo- 
pathological study. 


Histopathological Report 
Typesoflesions Мо. оЁсаѕеѕ Percentage 
1. Multinodulargoitre 71 47.3 
2. Adenoma 20 13.3 
3. Solitary nodule Jó 4 24 
4. Simple goitre - e, 
5. Carcinoma 12 8 
6. Thyroiditis 7 4.7 
Discussion: 
Incidence: 


Diseases of the thyroid seem to be more 
common at Mysore area compared to other 
parts of our country. The comparative study 
given below in self explanatory. 


Author Year Place Durat- No.of Average 
ion(Yrs) — cases 

1. A.S. Fenn 1955-80 Vellore 25 Xx) и 

2. S.K. Bhansali 1963-76 Bombay 13 

J.V.G.Chellum 1968-73 Trivandrum 6 1420 236 

4. M.M. Kapur 1971-78 рем 8 206 
5.K.M.LaxmanRao 1975-77 Hyderabad 3 154 51 

`6. Basavaraj 1985-86  Davangere 2 66 3 
T.Presentseries — 19874 Mysore — 1Yr 200 


Except Trivandrum, Mysore seems to be 
the commonest place for thyroid swelling. 
Only explanation that can be offered is that 
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Coorg which is a hilly region and known 
endemic area for goitres forms a part of the 
drainage area for K.R. Hospital, Mysore. 
Since a nurhber of major cases, are referred 
to or present themselves at K.R. Hospital, 
Mysore, bieng the nearest major teaching 
hospital, thyroid disorders are more common 
at K.R. Hospital, Mysore than elsewhere. 


Age Incidence: 


In our series the age group between 20-30 
formed the commonest group. Comparing this 
with series presented by Fenn, wherein the 
commonest age group was between 3rd and 
4th decade, our cases presented a decade 
earlier. Perhaps the increased awareness of 
this condition and endemicity may be the 
explanation. 


- Agein years A.S.Fenn  M.M.Kapur Present 
series series series 

Less than 20 18 17 44 

21-30 81 74 68 

31-40 122 71 47 

41-50 74 35 23 

51-60 38 15 10 

61-70 9 12 8 

More Шап 70 -— 2 - 

Sex Distribution: 


The ratios of male to female in this series 
1:4. corresponding figures quoted by Indian 
authors, is given below: : - 


SI.No. Authors Year Ratio 
}, Shroff&Paymaker 1957-58 1:1.2 
2. Culcuttawala 1971-72  1:1.8 
3. Fenn etal 1955-80 1:5 

4. M.N. Kapur 1971-78 1:2 

9; Basavraj 1986-87 1:10 
6. Present series 1987 1:4 


The incidence of goitres are more common 
in females than males, in all series. The reason 
for increased incidence of goitre in females 


630 


is not exactly known. But it is likely that the 
diet may contain insufficient iodine to main- 
tain normal turnover rate in the phase of 
physiological demand of puberty, menstruat- 
ion and lactation. This may account for its 
greater incidence in females than males. 


Geographical distribution 


Out of 200 cases 58 patients were from 
Coorg, which is an endemic area. Only a small 
percentage of patients in Coorg seek medical 
advise. Because goitre is very much common 
in that area. 


Remaining patients were from nearby, 


Mysore (shown in map) 
Clinical diagnosis 


In the present Series clinical diagnosis 
was much relied upon pre-operatively. Investi- 
gations are mostly of academic interest. Any 
how routine investigations were done. Fine 
needle aspiration biopsy was helpful in doubt- 
ful maliganancy. 


Comparison of clinical diagnosis with other series 


Types Fenn Kapur Basavaraj Present 
Series 
Multinodulargoitre 20% 26.590 222% 49% 
Adenoma (Including 
solitary nodule) 55% 51.8% 63% 38% 
Simple goitre 1.8% 0.9% 1.8% 2.0% 
Thyroiditis 5.3% 4% 13% 3.0% 
Malignancy 6% 2% 6.0% 


In all other series adenoma thyroid is the 
commonest disorder among thyroid swelling. 
But, in the present series multinodular goitre 
was the commonest disorder. Perhaps, the 
explanation for this phenomenon is that most 
of the cases came from endemic area, where 
multinodular goitre was more common. 


Multinodular Goitre: 


Multinodular goitre had the highest inci- 
dence in 200 cases. Of these, 98 cases were 
toxic. Multinodular goitre constituted 49% 
(98 cases). The ultimate result of simple goitre 
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is multinodular goitre. So, to start with, it 
might have been a simple goitre and it is likely 
that patients sought medical advise late and by 
the time it is diagnosed, it might have already 
turned multinodular. The average age inci- 
dence was 35 years. The average duration of 
thyromegaly was 2 years. Incidence of malig- 
nancy in multinodular goitre in present sereis 
is 3.5% (7cases) . 


Solitary Nodule: 36 cases of solitary nodules 
were admitted during one year, which consti- 
tuted 18% of goitre admissions. 


Risk of maliganancy in solitary nodule 
thyroid varies from 5 - 30%, scanning of the 
nodule helps in identifying whether the nodule 
is hot, warm or cold. But, in the present series, 
since majority of the patients were from low 
-income group, it could not be done. 


5 cases were discovered to be malignant 
after removal, constituting 14.696 


Because of high risk of malignancy in 
solitary nodules, all of them were treated with 
hemi-thyroidectomy. 


Comparative study of incidence of 


malignancy in solitary nodule 

Authors Year Percentage 
Zaman & Bhagapathi 1971 8% 
Haffman et al 1972 28.7% 
Fenn et al 1980 12% 
Kapur et al 1982 11% 
Bhansali 1982 9% 
Present series 1987 14.6% 


In the present series the incidence of 
solitary nodule goitre for malignancy is 14.676, 
which contpares well with other series quoted 
above. 


Adenoma: 


Of the 40 cases of adenoma thyroid 
admitted, 20 cases Were toxic? All were diag- 
nosed preoperatively. Toxic adenomas were 
treated with Neomorcazole and was made 
euthyroid. АП were treated surgically resec- 
tion and eunucleation was done. 


NOVEMBER '89 


Thyrotoxicosis 


In the present series, 50 cases of thyrotoxi- 
cosis were detected constituting 25%. Out of 50 
cases, 30 cases were multinodular goitre and 
20 cases were Adenomas. 


History of emotional upheavels were 
present in 20 cases. Secondary thyrotoxicosis 
was commoner than primary thyrotoxicosis. 


Although primary thyrotoxicosis can be 
treated surgically /radio active iodine/ anti- 
thyroid durugs, in our part of the country, 
surgical treatment appears to be the treatment 
of choice. The people tend to be weary of taking 
long term antithyroid drugs, and medical 
facilities to follow-up those cases are inadequate. 
Availability of radio-active iodine, is limited 
to a few cities. Hence surgery is considered 
the treatment of choice. Before surgery, all 
were made euthyroid by giving Neomercazole 
and Propranalol. 


Thyroiditis 


Out of 200 cases 7 cases of Hashimoto's 
thyroiditis, were detected. 2 cases were detected 
by clinical examination, remaining were detec- 
ted by F.N.A.B. and histopatholgical report. 


All were treated surgically because of 
their huge size and post operatively were put 
on 0.1 mg. Eltroxin, indefinitely and advised 
regular follow-up. All cases were followed 
upto 6 months. None of them showed any 
signs of hypothyroidism. Cases of acute 
suppurative  thyroiditis/Riedels 
were not found in the present series. 


Carcinoma of thyroid 


12 cases were detected constitufing 6%. A 
correct preoperative diagnosis was possible 
only in 5 cases. 


Out of 12 cases, 5 cases were detected 
from solitary nodules, 7 cases were from multi- 
nodular goitre. 


A case of thyroid malignancy following 
radiation to check was detected. 


thyroiditis 


Those cases were diagnosed preopera- 
tively were treated with near total thyroi- 
dectomy with preservation of parathyroid 
glands and recurrent laryngeal nerve. All 
were advised life long administration of thy- 
roxine. Regular follow-up was done for one 
year. Further follow-up could not be done as 
the patients did not turn-up. 


Those cases which were diasgnosed post- 
operatively were referred to Kidwai Memorial 
Institute of Oncology, Bangalore for further 
management. 


Summary & conclusions 


pà 


. Total number of patients admitted for 
goitres in various surgical wards during 
the period between 1.1.1987 to 31.12.1987, 
constituted 9.6% of total admissions. 


мә 


. Operations upon thyroid constituted 2.3% 
of all operations performed. 


Ww 


. Maximum age incidence was between 
2nd - 3rd decade, whereas in other series 
it was between 3rd - 4th decade. Perhaps 
it may be due to increased awareness as 
well as endemicity of the place. 


A 


. Male : Female ratio was 1:4. It is more 
common in females than males in all series. 
It is perhaps due to diet which contains 
insufficient iodine to maintain normal 
turnover rate in the phase of physiological 
demands of puberty, menstruation and 
lactation. 


CA 


. 98 cases of multinodular goitre detected. 
The highest incidence in the present series, 
is because most of the cases came from 
endemic area. The ultimate result of 
simple goitre is multinodular goitre. By 
the time patient seeks medical advise, 
it turns into a multinodular goitre. 


6. 38 cases of solitary nodule detected out 
of which 5 cases turned out to be malignant 
constituting 14.6%, which is in accordance 
in the other series. 


7. 50 cases of thyrotoxicosis were detected. 
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8.7 cases of Hashimoto's thyroiditis were ^ 2. Fenn et al, I.J.S. - 39: 53-60, 1977. 
detected. Acute suppurative thyroidits 
and Reidel’s thyroiditis were not detected. 3. Fenn et al, I.J.S. 24:3 193-196, 1962. 


9. 12 cases of carcinoma thyroid were detec- ^ 4 Basavaraj, Thesis submitted to J.J.M. medical 
ted, constituring 6%. Papillary carcinoma college, Davangere during the period 1985-86. 
constituted 58.3% and follicular carcinoma 
constituted 41.6%. Anaplastic medullary 
carcinoma were not detected. 


wa 


. M.M. Kapur et al, 1.J.S. Vol.44, P. 174-1979, 1982. 


o 


y : Rao and Rao et al - Solitary nodules in the thyroid, 
10. 3 deaths occured in the present series due LJ.S. Feb. 1971. E ^ 


to respiratory obstruction, constituting 
1.5% mortality. 


~J 


. S.K. Bansali, I.J.S. Vol. 44, P. 547-561, Sept. 1982. 
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. V.G. Chellum etal, I.J.S. Vol. 43, P.10-15, Jan. 1981. 
1. Warrens and Meissner W.A. - Tumour of the thyroid 


gland. Atlas of tumour pathology. Section, IV Fas- 9. К.М. Laxman Rao et al, LJ.S. Р.677-683, 
cicle, 14 Armed Forces, Washington, D.C. 1953. December 1979. 


* * * * * * 
DIARRHEA DUE TO FIBER OVERLOAD 


Fiber is considered to be a panacea for many of the ailments of the 20th century. 
The potential benefits have received widespread attention but little has been written 
about possible risks. The following case report represents an illustration of the latter. 


A 64 year old physician was seen because of a change in bowel habits. His bowel 
movements had been perfectly regular, occurring once a day, until August 1983, when 
he began to have episodes of explosive diarrhea. Over the next 15 months the bouts 
became progressively more frquent. At the time of consultation his stools were normal 
only one out of every seven days. On most days he had an average of two to three 
mushy to pasty nonbloody stools, occurring randomly and in large volumes throughout 
the day. 


For several years, he had eaten a high fiber cereal for breakfast. His intake of fiber 
had increased dramatically 15 months before the consultation, when he began eating 
the high potency bran muffins provided at hospital rounds, conferences, and meetings. 


The physical examination was unremarkable. The results of flexible sigmoidosoopy 
to the splenic flexure and a barium enema were normal. 


The patient was advised to omit the bran muffins from his diet, and within two to 
three days, his stool frequency returned to once a day. 


In addition to increased stool frequency, many report a sense of incomplete evacu- 
ation. Excess rectal gas is a well recognized effect of a high fiber diet and usually stops 
within two weeks of the initiation of the diet. 

© 

This report demonstrates one of топу exceptions to the old adage. "If a little is 

good, more must be better". | 


(The New England Journal of Medicine. March '89) 
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100% SAFE 
100% EFFECTIVE ABORTIFACIENT 





Widely accepted safe and sure method 
of M. T. P. 


Dilates cervix automatically, expels 
product of conception without compli- 
cations within 6-24 hours. 


PRESENTATION AND PRICE 

1 Packet of 10 N. T. T. Rs. 40-00 

12 Packets of N. T. T. Rs. 450-00 
Taxes and other charges extra. 
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PAINLESS CERVICAL Di ATO 


© Sterilisable like imported Laminaria 
Tents. 

O Complete cervical dilatation within 
6 hours. 

O Causes no scratches on cervical 
tissues. 
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1 Packet of 10 C. T. T. Rs. 50-00 

12 Packets of C. T. T. Rs. 550-00 
Taxes and other charges extra. 


Clinical Trial Reports are available on 
request . 


SUPPLY OF NT.T. & CT T. 
For your requirement ask your chemist 
or order directly. Even small trial 
orders supplied per V.P.P. 
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* Analytical Balances * Stop Watch /Timer 
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TIXYLIX 


Children's Cough Linctus 


for children from 
1 year of age 


for adults and children | 
above 10 years 











Each 5 ml. contains Each 5 ml. contains: 

Promethazine Hydrochloride I.P. .: 3.6 mg. Promethazine Hydrochloride I.P. .. 1.5 mg. 
ine Phosphate I.P. ` .. 9.0 mg. Pholcodine B.P. (as citrate) . 1.5 mg. 

Ephedrine Hydrochloride |Р. — .. 7.2 mg. Phenyipropanolamine Hydrochloride B.P.C. .. 5.0 mg. 


% EFFECTIVE DECONGESTANT * POWERFUL ANTITUSSIVE 
х DRIES UP SECRETIONS FAST x: USEFUL SEDATIVE ACTION 


Detailed information available on request 


MAY & BAKER (INDIA) LIMITED 
MIA: May&Baker | Bangalore e Bombay e Calcutta e Gauhati ө Hyderabad ө Indore е Jaipur Lucknow 
Madras € New Delhi ө Patna 
REGO. OFFICE : MAYBAKER HOUSE, WORLI, BOMBAY 400 025. 






ADCO COMMON DISEASES OF THE 
The pioneer in instant weighing ALIMENTARY TRACT, 
now offers from READY STOCK PANCREAS, LIVER AND 
PRECISION ELECTRONIC GALL BLADDER 


Diagnosis and Treatment 
| N.R.Konar & Asis Kumar Price : Rs.35.C 


TODAY’S DRUGS VOL. 3 


Price : Rs. 35.00 


ANALYTICAL BALANCES 
MODEL AD-180 


Capacity-180 gms. Accuracy-0.0001 gm. s 
Pan diameter-80 mm (S.S.) 
SPECIAL FEATURES : 


Nro cn | PUBLIC HEALTH NUTRITIO! 

„ #оюйптетиу. IN DEVELOPING COUNTRIES 
anvronment cá be overcome Kalyan Bagchi Price : Rs. 45.0( 
lc MEDICAL JURISPRUDENCE 

AND TOXICOLOGY 
B.K. Sengupta Price : Rs. 30.0€ 
A HANDBOOK OF 
CLINICAL PATHOLOGY 


Chakravarti & Bhattacharya 
Price : Rs. 60.00 


British Medieal Association 
Publications are available with us 


ACADEMIC PUBLISHEF 
121A. Bankim Chatterjee Street. Calcutta-700073 


а Trial solicited. 


ADAIR, DUTT & CO. 
(INDIA) PVT. LTD. 
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Hyperlipidemia 


Hyperlipidemia is defined as excess plasma 
concentration of cholesterol (over 250 mg/ 
100 ml, fasting) or triglycerides (135 mg/100 ml 
for women and 185 mg/100 ml for men). 
Cholesterol and triglycerides in the plasma 
are unevenly distributed among the four major 
lipoproteins classified on their density (elec- 
trophoretic mobility) as chylomicrons, high 
density lipoproteins (HDL), low density 
lipoproteins (LDL) and very low density 
lipoproteins (VLDL); hence hyperlipedemia 
is reflected in the predominance of one or 
the other of these lipoproteins. 


Hyperlipidemia developing as a result of 
various other disorders is known as secondary 
hyperlipidemia. These include hepatic, renal 
and endocrine disorders, e.g. , biliary cirrhosis, 
chronic renal failure, nephrotic syndrome, 
diabetes and hypothyroidism. Where a secon- 
dary disorder cannot be determined, it is pri- 
mary. hyperlipidemia, which may be geneti- 
cally determined. 


Primary hyperlipidemias are classified as 
hyperlipoproteinemias Types I, IIa, IIb, III, 
IV and V (Frederickson's, modified by the 
W.H.O). Type I is rare, and mainly involves 
chylomicrons due to deficiency of lipoprotein 
lipase or its activator and has a marked in- 
crease of triglycerides. Type Па is increase 
of LDL with high concentrations of choleste- 
rol, but normal triglycerides. Type IIb is also 
an increase of LDL and VLDL, with both 
cholesterol and triglycerides raised. Type 
Ш is rare due to accumulation of a cholesterol 
rich remnant of degradation of VLDL and 
both cholesterol and triglycerides afe incre- 
ased. Type IV involves VLDL but predomi- 
nantly the triglyceride portion. Type V is 


* * * 
I - *B 
II - À 
Ш - A-3,B-1,C-2, 
Wi ksi A 
V - B ! 
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another rare type involving both VLDL (simi- 
lar to Type IV) and chylomicrons (similar 
to Type I). 


Hyperlipidemia can be detected by a 
simple test, the stored plasma test. When a 
plasma is stored overnight (kept vertically in 
a refrigerator (not a freezer), a creamy layer 
separates in the top with an infranatant liquid. 
The creamy layer comprises mostly chylo- 
microns whereas the turbidity of infranatant 
is merely due to VLDL. This test should be 
combined with at least two estimations, spread 
a week apart, of cholesterol and triglyceride 
concentration with minimal venostasis after 
an overnight (12-14 hours) fast. An increase 
in serum total cholesterol usually indicates 
increased concentrations of LDL. HDL- 
Cholesterol can be separately estimated in 
many laboratories. Lipoprotein electrophore- 
sis is sometimes useful. Special tests like assay 
of lipoprotein lipase or its activator, LDL 
receptor assays, apolipoprotein E typing etc., 
are limited to evaluation of specific familial 
hyperlipidemias, which are of course, rare. 


Management of hyperlipidemics involves 
treatment of the primary cause if the hyper- 
lipodemia is secondary, weight control and 
dietary modification, laying emphasis on 
exercise, high carbohydrate, limitation of 
calories, preference of diets rich in polyun- 
saturated fatty acids, reduction in cholesterol 
in diet and in alcohol intake and abstinence 
from smoking. Only a minority require specific 
hypolipidemic drugs like nicotinic acid, ribo- 
flavine tetrabutyrate, clofibrate, gemfibrozil 
guggulsterones and cholestyramine. 


(Dr. N. Hariharasubramanian, M.D., Ph.D.) 


* * * 
VI - А 
VII - € 
VIII - А 
IX - 1 True, 2 True. 
3 False 


THE ANTISEPTIC | 634 


ASTHMA VACCINE 


College of Chest Physicians invites your attention that fresh stock of Asthma Vaccine is available 
for ready supply to Medical Profession in India. 


The vaccine iS: 


*Broad Spectrum *Slow desentising agent 
*Most effective in; (i) Bronchial Asthma (all types) (ii) Allergic 
Bronchitis (iii) Hay fever etc. etc. 


Available in phials of 10 ml. only. 
Price: Active Type : Rs. 195/- per phial. 
Retard Active Type : Rs. 590/- per phial. 
Kindly send full money in advance by DD/MO payable to Gen. Secretary, College of Chest Physicians. 


MEMBERSHIP/FELLOWSHIP CERTIFICATION 
in (i) TROPICAL CARDIOLOGY and (ii) TROPICAL PULMONOLOGY 


Fees schedule: 
Membership (MCCP) - Rs. 350/- 


Fellowship (FCCP) - Rs. 600/- Life Membership - Rs. 750/- 
Life Fellowship - Rs. 1000/- Renewal Fee Rs. 25/- year 


Minimum eligibility: M.B.B.S., 
Evaluation Criteria: To submit a dessertation/thesis on an assigned subject 
which will be evaluated by the credential committe. 


For details contact: 

Secretary General 

College of Chest Physicians 

P.O. Box 6551, B-9, Tagore Garden, New Delhi - 110 027. 
Phone: 502204. 


© The choice antimicrobial ө Preventive treatment for 
in Upper Respiratory EUER б: Traveller's Diarrhoea 
Tract infections 3 | TAR 


gm | | | : e 10095 success 
e High cure rates 8 а) © 4 - 11 rates in venereal 
in Gonococcal page "ness er De OP Me diseases: 
and non- (Doxycycline HCl) Gonorrhoea, 
gonococcal | zd $ Syphilis 
urethritis 

Superior to all Tetracyclines 


` (Doxycyéliné HCI) - 
The Purest One The Superior One 
For further information write to: 
U. S. VITAMIN (INDIA) LTD. 
Poonam Chambers 'B' Wing, Bombay 400 018. 
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| Correspondence 


Dr. A.P. Naveen Kumar, 
Rayagada - 765 002. 


Q.A patient aged 40 years suffered from 
posterior artery embolism proved by scan, 
possibly resulting from hypertension with 
hypercholesteremia. He has homonymous 
hemianopia. What is the prognosis regarding 
his vision and what is to be done? At present 
he is on antihvpertensives and tablet. Dispirin 
Iday. Except for lack of vision in one half 
of visual field he has no other problem. His 
BP is under control and cholesterol has come 
down. 


A. The prognosis regarding vision is not bright. 
He may be continued on antihypertensives 
and tablet Dispirin. 


(Dr. M. Natarajan) 


* * * 


Dr. I.C. Manjhi 
M.O. CCL 
Palamu - 822 111 


Q.1. What is the specific relation between 
diabetes mellitus and angina pectoris or myo- 
cardial infarction? 


2. What is the most sensitive and reliable dia- 
gnostic procedure to detect angina or myo- 
cardial infarction other than ECG ? 


3. What is the best treatment for angina pecto- 
ris and myocardial infarction? 


A. 1. Diabetes mellitus, by virtue of the vas- 
cular insufficiencies, atheroma formation and 
impaired glucose utilisation, is one of the well 
recognised risk diseases for ischemic heart 
disease. 

2. Angina is chiefly a diagnosis of history and 
clinical presentation, supported by ECG. In- 
vasive angiographic studies, though very 
reliable, are rarely needed. For diagnosing 
M.I. without an ECG, clinical, judgement 


may be supplemented by specific enzyme 
studies (CPK-MB II) or scans, if feasible. 


Obviously, ECG is a lot simpler and more 
readily available. 


3. This cannot be answered in a brief space. 
Please refer to detailed discussion in the 
April '89 Supplement to “Antiseptic” 


(Dr. N. Hariharasu bramanian) 
* * * 


Dr. K.M.Kundu, 
Udma, Kerala -670 319 


Q. What is the multidrug regimen of treat- 
ment of leprosy as recommended by W.H.O.? 


What is the line of treatment in Dapsone resi- 
stant cases? Ethionanude is опе of the drugs 
recommended for such cases. But the drug is 
not available in India. Is there any alternative? 


A. From the point of view of therapy, all lep- 
rosy cases are classified as paucibacillary and 
multibacillary disease. Using the World Health 
Organisation definition (WHO, 1982), pauci- 
bacillary refers to patients with a bacterio- 
logical index (BI) of less than 2 on the Ridley 
scale at all sites and multibaciliary to patients 
with a BI of 2 + or more at any site. Thus 
paucibacillary includes all Indeterminate, (I) 
Tuberculoid (TT) and most borderline - tuber- 
culoid (BT) cases and multi-bacillary all mid - 
borderline, (BB), borderline lepromatous 
(BL) and lepromatous (LL) cases. 


In MDT as recommended by the World 
Health Organisation (WHO, 1982), it is 
assumed that clofazimine is acceptable for 
children and therefore no child will require 
ethionamide/prothionamide. 


All drugs should be given in full doses 
from the beginning of treatment and are to be 
administered without interruption, even 
during reversal and ENL reactions. 


——————————————————— MÓ—— 
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The regimen is as follows:- 


a) For Paucibacillary disease (I, TT, BT) 
- Dapsone 100 mg daily taken at home 
(unsupervised) 
- Rifampicin 600 mg once a month - 6 doses 
(supervised) 
The duration of treatment is for 6 months. 


b) For Multibacillary disease (BB, BL, LL) 
- Dapsone 100 mg daily taken at home 
(unsupervised). 

- Clofazimine 50 mg daily or 100 mg every 
other day taken at home (unsupervised). 
- Rifampicin 600 mg once a month (super- 
vised) x 24 doses. 

- Clofazimine 300 mg once a month (super- 
vised x 24 doses. 


The duration of treatment is for at least 
two years, preferably until negative skins 
smears are obtained. 


The doses recommended are for adult 
patients weighing about 60 kg. The dose for 
children should be proportionately smaller 
according to body weight and/or age. 


Rifampicin is to be taken on an empty 
stomach, while clofazimine should be taken 
with meals or a glass of milk. If clofazimine 
is totally unacceptable, its replacement by 
250-375 mg of self-administered daily doses 
of ethionamide/prothionamide should be 
considered. However, the combination of 
Rifampicin with ethionamide/prothionamide 
is hepatotoxic, and it is advisible to periodi- 
cally check liver function during therapy. 


Spontaneous healing in patients with pauci- 
bacillary leprosy is well known. Nevertheless, 
all patients with paucibacillary disease should 
be treated because it is not possible to distin- 
guish those who will heal spontaneously from 
those who will not. 


In cases of pure persistent polyneuritic 
leprosy, histopathological examination of 
a sub-cutaneous nerve fibril should be per- 


formed to determine the potential polarity 
of the disease. If this is not possible the patient 
should be treated as a case of multibacillary 
leprosy for at least two years. 


Discharge from MDT does not mean dis- 
charge from care. Six skin smears from the 
same sites throughout the period of treatment 
should be taken every 6 months and for at 
least three years after stopping treatment 
in order to detect any bacteriological relapse. 


Health education is extremely import- 
ant to improve patient compliance both in 
taking the drugs and care of the limbs and 
eyes and must run parallel to the other acti- 
vities of the MDT programme. MDT pro- 
grammes should involve the community at 
all levels. 


Whenever a lepromatous (BL or LL) 
patient is diagnosed as having relapsed, he 
must be presumed to be suffering from dap- 
sone - resistant leprosy. 


It is essential to treat him with at least two 
bactericidal drugs in addition to dapsone. 
The three other bactericidal drugs apart from 
dapsone that are available are Rifampicin, 
Clofazimine and Ethionamide/Prothionamide. 
The dapsone can be continued because it will 
be of some value in the treatment of patients 
who have only developed low grade dapsone 
resistance. 


It is recommended that Rifampicin should 
be given monthly (or every 4 weeks) in super- 
vised does of 600 mg. 


Clofazimine is best given in the dosage of 
50 mg. daily or 100 mg. every other day. As 
this cannot be supervised, it is recommended 
that supervised dose of 300 mg should be given 
every month at the same time as the dose of 
Rifampicin. " 


Depsone can be given in full dosage i.e., 
100 mg daily unsupervised. It should be conti- 
nued unless and until on mouse footpad testing 
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the patinet is shown to possess high-grade 
dapsone resistance. 


Whgre clofazimine is totally unacceptable, 
it should be replaced by 250-375 mg self- 
administered daily doses of ethionamide/ 
prothionamide. 


The triple drug regimen should be conti- 
nued untill the patinet becomes smear- 
negative. If a patient becomes smear-negative 
and the treatment is stopped, he should be 
reviewed at least twice a year, indefinitely. 


Ethionamide is available in India under 
the brand name Rigenicid & Trescatyl, as 
125 & 250 mg tablets. 


(Dr. N.C. Wilson) 
(Dr. Jayakar Thomas) 


* * * 
Sir, 
Re: Doctors' strike 


Just as it is that there is no excuse whatso- 
ever for committing murder - whatever be 
the provocation, the same is the case when 
Doctors’ Protest Strikes, involves leaving 
thousands of patients unattended, allowing 
them to suffer and/or die. There cannot be a 
more heinous conduct on the part of those 
meant to serve the ailing. Some ailments and 
diseases may wait for even a month and more 
for doctors to call off the strike but for some 
others it would be a matter of life and/or death 
in a very few hours or days. It is a sad state 
of affairs when the concerned authorities who 
call the tune appear so stingy even'in these 
days of inflation that they lack even a sense of 
proportion! even a class four official now 
commands a four-fugure take-home salary 
and government must be broadminded enough 
to move with thé times and sanction at least 
the living wage for service doctors keeping 
in mind their responsibilities - vis-a-vis human 
suffering more especially of the poor and 
down trodden. All concerned should heave a 


sigh of great relief now that the 47 day old 
strike is called off, In future atleast all con- 
cerned should not give room for any stoppage 
of work; government must move with the 
times and be magnanimous in these days when 
crores go down the drain in unproductive 
ventures, - and doctors also should adopt, 
if really called for, other forms of protests and 
not stop working at all; because if they do, 
the same will have to be considered as nothing 
short of murder only, and there is absolutely 
no excuse for murders. 


Dr.(Cap) M.S. Narasimha Murthy, 
756, 10th Main, 4th Block, 
Jayanagar, Bangalore-11. 


* * * 


Dr. P.H. Paul, 
Purulia, 
West Bengal. 


Q. Please let me knwo whether there is any 
harm in feeding “Electral”powder drinks to 
infant and child (paediatric) in normal condi- 
tions without dehydration or diarrhoea or 
gastro-enteritis. Will there be any mental 
retardation and impaired brain development? 


A. There is no indication or need for giving 
Electral or any oral electrolyte powder drink 
to infants or small children without dehydra- 
tion, diarrhoea, gastroenteritis or perhaps 
excessive sweating or heat exhaustion. The 
harm may result from a) osmotic diarrhoea 
b) hypernatraemia as no calculated dose can 
be given or less assessed as in clinical condi- 
tions., if excessive or persistant, it can lead 
to problems due to cell death and haemor- 
rhages in brain, kidney etc. If the child already 
being given oral electrolytes develops diar- 
rhoea or dehydration, it is difficult to assess 
and treat. c) while a child or infant's kidney 
is adequately fit to tackle its normal turnover, 
it cannot deal effectively with sudden over- 
leads or lossess. 


(Dr. T.K. Subramanian) 
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The Makers of 
CYPON* 


Announce The Introduction of 


VERTIGON* 
Cinnarizine 25 mg. 
For Treatment of Vertigo and Giddiness due to 
any origin at a highly affordable price. 


LOBAK* 


A combination of Chlormezanone, Ibuprofen & Paracetamol 
A muscle relaxant for Low Backaches and Muscular Catches 
PROMPICIN* 
The Augmented Ampicillin for Rapid Action, 
Prompt Results & Reduced Cost. 
BENCID* 
Probenecid Tablets for Treatment of Gout and 
as adjunct to Penicillins 
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Occasional Review 


The pathogenesis of acute pancreatitis 


Acute pancreatitis is believed to result 
from acute digestion from the activation of 
precursor enzymes within the gland, and cer- 
tain causal factors, such as alcoholism and gall 
stones, may play an important part. Other 
proposed factors, however, are based on flimsy 
evidence derived from a few case reports. 
For example, a handful of case reports suggest 
that some drugs (such as contraceptives, thia- 
zide diuretics, and corticosteroids) may cause 
acute pancreatitis. Nevertheless, many pres- 
criptions are issued every year for these drugs 
but in only a few instance are they associated 
with acute pancreatitis which suggests coin- 
cidence rather than causality. Only one con- 
trolled study of drug induced pancreatitis 
has implicated thiazide diuretics, and an asso- 
ciation with azathioprine emerged from the 
National Cooperative Crohn’s Disease Study. 
Similarly, the few reported cases of acute 
pancreatitis associated with hypercalcaemia 
and hyperparathyroidism pale into insigni- 
ficance compared with the large numbers of 
patients with these conditions who never have 
any features of the disease. 


Another proposal in the pathogenesis was 
obstruction of a commom biliary-pancreatic 
channel by gall stones. Nevertheless, such 
obstruction is rare. 


Duodenopancreatic reflux may be a potent 
causal factor for acute pancreatitis. It was 
cogently argued almost 20 years ago that reflux 
of the duodenal contents through a papilla 
(inflamed perhaps by alcohol, the passage of 
a stone, endoscopic cannulation or a recent 
surgical operation) might be the common 
factor underlying many of the aetiological 
associations. Such duodenal contents contain 
enterokinase afd other activated enzymes 
capable of activating the proenzymes in the 
pancreas if they come into contact with the 


* > o * 
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proenzymes. This mechanism might account 
for the development of oedematous (inter- 
stitial) pancreatitis, though again the latter is 
usually self limiting and rarely progresses to 
severe (haemorrhagic/necrotic) pancreatitis. 


Keynes has suggested on clinical and histo- 
logical grounds that oedematous pancreatitis 
is not merely the mild end of a range of seve- 
rity. He further argues that, in contrast to 
oedematous disease, haemorrhagic pancreati- 
tis does not result from autodigestion by acti- 
vated pancreatic proenzymes but from the 


presence of cytotoxin producing bacteria. 


In few patients does oedematous pancreatitis 
progress to haemorrhagic disease, and hence 
possibly an external factor other than auto- 
digestion may determine progression. Primary 
infection may be one such factor, and certainly 
some of damaging enzymes in pancreatitis 
seems to be bacterial. Bacterial toxins may 
precipitate pancreatitis and since the contents 
of the upper small intestine normally contain 
about 1000 organisms per ml, the refluxing 
duodenal contents would be far from sterile. 


Given that some of the normal mediators 
of inflammation cannot activate pancreatic 
proenzymes in vitro then a hypothesis of a 
directly acting cytotoxic factor which causes 
necrosis in acute pancreatitis is attractive. 


To understand this important disease we 
have to establish both the role and the fre- 
quency of duodenopancreatic reflux in acute 
pancreatitis as well as the frequency of primary 
infection and its relation to the severity of the 
disease. But at present duodenopancreatic 
reflux seems to be a major factor in causing 
pancreatitis, while any role for primary infec- 
tion is speculative. 


(B.M.J. Vol. 296 27 Feb. '88) 
* ж * 
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Deep Diving 


When divers are subjected to pressures at 
great depths they later experience what has 
become known as high pressure nervous 
syndrome (HPNS) caused by changes in the 
nerve cell membranes. About 500 m is the 
maximum depth at which divers can safely 
operate. At 250 m or $0, divers start to ex- 
perience a slight tremor and changes of mood. 
At greater depths the symptoms are more 
severe and can include convlsions and vomit- 
ing. High working pressures appear to inter- 
fere with the function of the diver's liver as 
well. One theory,is that the liver is damaged 
directly by the pressure, which then allows 
endotoxins and proteins to accumulate in the 
blood. Another theory is that external pressure 
on the diver compresses the gases in his intes- 
tines. The deeper he goes, the greater the gas 
compression and the smaller the volume it 
occupies. Eventually, the volume occupied by 
fhe gas is so small that the walls of the intes- 
tines collapse around their contents, accele- 
rating the passage of endotoxins into the blood 
and producing a surge of toxic material severe 
enough to impair the normal operation of the 
liver. 


(Science & Technology News, B.I.S) 
* * * 


Systemic effects of ophthalmic medication 
in the eiderly 


Ophthalmic drops are in widespread use 
among the elderly. These medications can have 
serious systemic effects, especially in elderly 
patients, and these effects should be consi- 
dered in the differential diagnosis of iatro- 
genic diseases. A review of the literature 
suggests that the problem has not been speci- 
fically looked at {n the geriatric population. 


After instillation of an ophthalmic medi- 
cation into the conjuctival sac, most of the 
drug, except a small amount which overflows 


or is swallowed, directly enters into the circu- 
lation, being absorbed through conjuctival 
capillaries, the nasal mucosa, as well as the 
pharynx. The quantity absorbed can be so 
large as to produce adverse effects. In addi- - 
tion, there is the possiblity of drug interactions 
with other medications that the patient may 
be taking. Polypharmacy is very common in 
the elderly. 


The adverse effects of ophthalmic medi- 
cations are given in the Table. 








Table 
Drug Oragan system Response 
Beta - Blockers Cardiovascular Bradycardia, hypo- 
(eg, timolol) tension, syncope, pal- 
pitation, congestive 
heart failure 
Respiratory Bronchospasm 
Neurologic Mental confusion, 
depression, fatigue, 
lightheadedness, hallu- 
cinations, memory 
impairment, sexual 
dysfunction. 
Miscellaneous Hyperkalemia 
Adrenergics Cardiovascular Extrasystoles, palpit- 
(eg. epinephrine) action, hypertension, 
myocardial infarction 
Miscellaneous Trembling, paleness, 
sweating 
Cholinergic Anti- ^^ Respiratory Bronchospasm 
cholinesterases 
(eg. pilocarpin 
echothiophate 
Gastrointestinal Salivation, nausea, 
vomiting, diarrhea, 
abdominal pain, 
tenesmus 
Miscellaneous Lacrimation „sweating 
Anticholinergic Neurologic Ataxia, nystagmus, 
(eg. atropine) restlessness, mental 
confusion, hallucina- 
tion, violent and ag- 
gressive behaviour. 
Micellaneous Insomnia, photopho- 


bia, urinary retention 
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This review highlights the importance for all 
health care providers to be aware of the signi- 
ficant systemic absorption of ophthalmic medi- 
cations, the possible role these drugs play in 
the dysfuction of various organ systems, and 
their interactions with other medication. 
Therefore, it is essential to consider the pati- 
ent's medical status and medication profile 
before prescribing any of these agents. All 
ophthalmic medications, if possible should be 
used in minimum concentration to achieve 
the desired therapeutic effect and the patient, 
particularly if elderly, should be carefully 
monitored for manifestations of systemic 
toxicity. | 


(March '88 New York State Journal of Medicine.) 
* * * 


Hairy Leucoplakia 


Hairy leucoplakia is a clinical entity that 
is particularly seen on the lateral border of the 
tongue in those who are at risk of developing 
AIDS. Prompt recognition of the condition is 
important as it is one of the early signs of 
infection with HIV and some three quarters 
of those affected develop AIDS within two to 
three years. Hairy leucoplakia affects homo- 
sexuals, intravenous drug abusers, recipients 
of blood or blood products, patients with 
haemophilia, and female partners of men 
infected with HIV. 


Clinically hairy leucoplakia appears as 
an asymptomatic, greyish white to white, 
most often corrugated or, rarely hairy, lesion 
on the tongue either unilaterally or in most 
instances bilaterally. Although this is the 
classic presentation, minor degrees of hairy 
leucoplakia may be present as barely dis- 
cernible white areas on the posterolateral 
lingual border; these areas may escape atten- 
tion without a thorough clinical examination. 
In contrast, hairy leucoplakia may present 
as large, avypical plaque like lesions or spread 
downwaras on to the ventral surface of the 
tongue, where it usually has a flat appearance. 
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It has also been described on the floor of the 
mouth, the buccal mucosa, and the palate, 
although it has not been shown in either vaginal 
or anal mucosa. 


The differential diagnosis includes chronic 
hyperplastic candidosis, pseudomembranous 
candidosis (which is common among those at 
risk of AIDS), lichen planus, idiopathi leuco- 
plakia, tobacco associated leucoplakia, geo- 
graphic tongue, galvanic lesions, and buccal 
trauma. Histological examination of hairy 
leucoplakia shows a thick epithelium with 
hyperparakeratosis, hair like projections of 
keratin, areas of koilocytes-ballooned cells 
with clear cytoplasm, and pycnotic nuclei 
surrounded by an empty halo. Abundant 
hyphal elements of yeasts may be seen in the 
superficial epithelium. The subepithelial 
connective tissue is free of or contains a few 
inflammatory cells. A viral aetiology has been 
proposed for hairy leucoplakia, and some 
researchers have shown both Epstein Barr 
virus and human papillomavirus in the lesions 
whereas others have found only Epstein Barr 
virus. HIV has not been recovered from tissues 
taken from hairy leucoplakia. 


Antiviral agents have been used success- 
fully in treating hairy leucoplakia. Oral or 
topical acyclovir and trisodium phoaphono- 
doemate have caused the lesions to regress 
in many patients, as further evidence to the 
viral aetiology of hairy leucoplakia. Topical 
tretinoin has led to resolution of the lesions 
in one case, and ganciclovir in another. None- 


theless the best treatment for hairy leuco- 


plakia remains as yet unknown. 
(BMJ Vol 298 Feb ’89.) 
* * * 


Mental illness in doctors ° 


Doctors have been in better physical health 
but poorer mental health than others. The 
epitaph of an’ Athenian physician reads: “These 
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are the duties of a physician. First to heal his 
mind and to give help to himself before giving 
help to anyone else" 


Studies in the United States have con- 
sistently shown high rates of suicide among 
doctors. The higher rate of suicide among 
doctors compared with other professionals 
has also been confirmed in Britain - and is 
particularly high for doctors practising in 
Britain but born overseas. Recent évidence 
suggests that the rate among women doctors 
is just as high. 


Various hypotheses have been advanced 
to account for the high psychiatric morbidity 
among doctors. Medical associations do not 
act as supportive group and leave their mem- 
bers to deal alone with ever increasing de- 
mands, possibly pre-disposing doctors to 
depression and suicide. Two fifths of the doc- 
tors who killed themsleves had been depen- 
dent on drugs and argued that doctors may fall 
into a vicious cycle of anxiety and depression 
interspersed with drug induced euphoria. The 
sources of anxiety concern difficulties with 
diagnosis and treatment, the deaths of children, 
and the impact of work on family life. Psycho- 
dynamic issues have also been invoked includ- 
ing doctors, obsessional traits and guilt, their 
. omnipotence, and their fear of strong emo- 
tions towards patients, causing a retreat to 
cold and mechanistic relationships. The medi- 
cal career structure is an improtant source of 
stress. The job insecurity, the frequent need 
to move, and the prolonged postgraduate 
training make medicine a uniquely difficult 
career. Junior house doctors have unaccep- 
tably high degrees of stress and depression, 
which correlate with overwork, poor relations 
with consultants, and adverse effects on their 
personal lives. Ironically, those who are most 
empathic are the most at risk. 


The first step in responding to the high 
prevalence of mental illness among doctors 
is recognition of the fact within the profession. 
An overall change in attitude is needed so 


that the stigma may be removed from mentally 
ill doctors. 


Individual doctors should be aware that 
the support of friends and family protects 
against attempts at suicide. Doctors who be- 
come ill merit as much vigilance and compas- 
sion from their colleagues as other patients. 
Doctors are widely thought to make poor 
patients, and those treating colleagues should 
adhere to standard treatments and follow up. 


(BMJ Vol. 298 Feb, '89) 
* * * 
Peyronie's disease 


Peyronie's disease is characterised by irre- 
gular dense plaques of fibrous tissue, usually 
on the dorsum of the penile shaft, accom- 
panied by distortion or angulation of the erect 
penis and in the early stages pain on erection. 
The erectile deformity may interfere with 
vaginal penetration making coitus difficult 
or impossible. If the plaque is extensive and 
associated with fibrosis of the underlying 
cavernosal erectile tissue it may result in a 
band like constriction or waisting ef the 
penile shaft, which leads to flaccidity of the 
corpora distally, Failure of erection in men 
with Peyronie's disease is usually psycho- 
genic and secondary to pain or performance 
anxiety. Impotence, however may be caused 
by coexistent penile arterial insufficiency, 
autonomic neuropathy (particularly in dia- 
betic men) or cavernosal venoocclusive in- 
competence. 


The aetiology of Peyronie's disease re- 
mains obscure, and it is not possible to predict 
its natural course in an individual patient at 
presentation. Although the pain almost always 
subsides within a few months, the plaque, and 
hence the degree of erectile deformity may 
either resolve, stay the same, or progress 
further. 


Peyronie's disease can now be evaluated 
much more objectively using modern tech- 
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nology. The dimensions of the plaque, the 
presence of calcification within it, and fibro- 
tic encroachment upon the cavernosal spongy 
tissue can be accurately defined by means 
of high resolution ultrasonography. Penile 
arterial inflow can be simultaneously measured 
with a pulsed doppler system. The erectile 
deformity may be recorded by polaroid photo- 
graphy either at home or in the outpatient 
clinic by inducing an erection with an intra- 
cavernosal injection of papaverine. 


The variability in the course of the disease 
makes it difficult to evaluate the treatments 
used in the initial acute phase. Thus vitamin E, 
potassium aminobenzoate, and orgotein are 
of doubtful benefit, and there is no convincing 
evidence that radiotherapy, ultrasonic treat- 
ment, or steroids injected directly into the 
plaque influence the disease apart from per- 
haps hastening the resolution of pain. The 
therapeutic potential of purified clostridial 
collagenase injected into the plaque is pre- 
sently undergoing experimental and clinical 
trials in the United States. 


The usefulness of surgery in Peyronie's 
disease is well defined. If the patient is unable 
to penetrate because of curvature of the penis 
then it may be straightened. In Nesbit's opera- 
tion single or multiple ellipses or diamond 
shaped segments of normal tunica albuginea 
are excised from the corpora cavernosa oppo- 
site the point of maximum curvature, suturing 
then starightens the penis; albeit at the expense 
of length. This operation is simpler, less time 
consuming, and more predictable than attem- 
pts at excising the plaques and replacing the 
defects with a dermal graft or other substi- 
tutes. If the patient has organic impotence 
then a semirigid penile prosthesis may be in- 
serted with or without excision or incision of 
the plaques. Alternatively, intracavernosal 
self injections of papaverine may be employed, 
if necessary as an adjunct to corrective surgery. 
In patients with psychogenic impotence self 


* * * 
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injection may be required only short term. 
(BMJ Vol 297 Dec 88) 
* * * 


The range of neurologic abnormalities seen 
in Shy-Drager syndrome includes parkin- 
sonian features, ataxia, impotence, urinary 
incontinence, and pyramidal dysfunction. On 
histologic evaluation, degeneration of cells is 
seen in the intermediolateral columns, olivo- 
panto-cerebellar tracts, and  striatonigral 
tracts, and Lewy bodies are present. There is 
a variable peirod of one month to ten years 
during which signs of degeneration in other 
systems may precede orthostatic hypotension; 
however, orthotostatic hypotension may 
appear before signs appear in other systems. 


Thomas et al, in their discussion of ortho- 
static hypotension, have described three major 
approaches to sysmptomatiac relief: mecha- 
nical measures, plasma and extracellular fluid 
volume expanders, and drug therapy. Eleva- 
tion of the head of the bed by 12 - 15 inches 
during sleep moderates orthostatic dizziness 
on rising in the morning. A customfitted elasti- 
cized garment extending from the metatarsals 
or ankle to the costal margin offers a gradient 
of counterpressure. The garment should be 
doned while the patient is recumbent. Plasma 
and extracellular fluid expanders, a high 
sodium intake of 150 mEq/day or or more as 
tolerated, and 9-alpha-fluorocortisone in 
doses 0.1mg to 1 mg orally per day are essen- 
tial. Common side effects such as congestive 
heart failure, peripheral edema, hypertension, 
and hypokalemia have to be considered. Phar- 
macologtc agents such as L-dopa to alleviate 
parkinsonian symptoms are often poorly tole- 
rated, and their effects on extrapyramidal 
sysmptoms are often unimpressive. Physio- 
therapy and rehabilitative measures offer 
little more. This syndrome éeads to disability 
and death within a few years. 


(New York State J. of Med. Nov. 88) 
* ж * 
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Recollection and Reflections 


Douglas Black - 1987 
Portraits from Memory 
James Howie - 1988 


Publishers: The Memoir Club, 
British Medical Journal, 
BMA House, 
Tavistock Square, 
London, England. 


These two books were sent by the publi- 
shers of the British Medical Journal to me for 
review in "The Antiseptic” in response to 
our request. My expectation that these two 
books will provide refreshing reading for the 
overworked medical practitioners has been 
surpassed in all respects - the content, language 
and style of both the authors. Sir Douglas 
Black recalls the many avenues of his profes- 
sional career from the beginnings as a medical 
student through the various offices he held 
- university professor, founder-member and 
president of the National Health Service 
(NHS), administrator in the Health Depart- 
ment of the U.K., chairman in the Medical 
Research Council, president of the Royal 
College of Physicians and so on. He makes 
pertinent remarks on his observations in vari- 
ous offices, with subtle humour. He provides 
an insight into the origins of the NHS, himself 
a staunch supporter of the system (Readers of 
the BMJ may know that the reforms in the 
NHS in England are among the “hot” topics 
almost in every issue in the recent months). 
I will quote only a few of his reflections, to 
highlight: “Then, as now, there were differing 
views on the value of the medical course - some 
doctors come out of it convinced that they 
have learnt everything that matters; some lay 
Observers reckon that it teaches nothing worth- 
while. The truth no doubt has somewhere in 
between, as it so often does". The punch is at 
the beginning and at the end of the quoted 
lines! "Then, as now, it was easier for the 
family doctor in recognise when he needed the 


help of a surgeon than when he needed the 
advice of a physician". He speaks of his pro- 
fessor Adam Patrick, who addressed the stu- 
dents on the eve of the final exam with the 
cheering word that he “would always give 
the benefit of the doubt" but added “to the 
general public". In the last chapter, he intro- 
spects on what he has been, what he has stri- 
ved for and what has attained - this chapter 
itself, in a capsule illustrates the beautiful 
transition from the personal to the impersonal, 
from the concrete to the abstract and he con- 
cludes the writing with, ^How sad will it be 
if I turn out no better than I am". Readers of 
this book will expect that he will be a happy 
man “awake at meetings" (a caption for one 
of the photographs), contented that he has 
indeed turned out beter than what he is. 


Sir James Howie, a past president of the 
British Medical Association, has literally 
penned his recollections of memorable perso- 
nalities he has known in various phases of his 
career as a microbiologist, as an officer in the 
army, as an administrator and as an academician, 
"Sketches from Memory" would have been 
more prosaic but for a sketch to represent a 
portrait, requires great skill and Sir James 
Howie has indeed been a good artist. In the 
introductory chapter, he gives an outline of 
his professional career, against the backdrop 
of which the portraits are drawn. The remini- 
scences include such men as Sir Davidson, 
Sir Robert Muir, Lt. Col. Murgatroy, Sir 
Russel Brain, Sir Douglas Baird and Pro- 
fessor Robert Cruickshenk. (I have choses to 
mention these names, only because I could 
recall their names immediately and I am sure 
most of us will). But what makes it all the 
more interesting are the portraits of some 
less famous people whom Sir James Howie 
knew intimately - like Nurse Cecilia Scott who 
was truly in charge of the baby pneumonia 
ward at Belvidere and kept it like no one else 
ever did before or later and who taught Sir 
James how to recognise “mizzles” (measles) 
just “by the look” of the child, which he re- 
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membered years later; the general practi- 
tioner. Dr. Thomas K. Buchan whose precti- 
cal wisdom had a sobering influence on the 
author when the latter was a medical student; 
Dr. Buchan's clarity on assessing the progno- 
sis of brain tumours, irrespective of by what 
name it is called, was one of the practical 
"hints" he had. I will quote only a couple more 
from this interesting album. “Why have so 
many distinguished pathologists and bacterio- 
logists of this century been Scots? The short 
answer would certainly be Bobby Muir (Robert 
Muir)". His appendix on the excerpts culled 
out from the correspondence he received in 
response to the write ups of these portraits 
first in the BMJ in 1987 - 1988, has as many 
terse witty anecdotes as the main text. It speaks 
of the candidness of the man who has really 
stuck to his memory as the only source of his 
portraits, presenting even the correspondence 
as an appendix. 


Both Sir Douglas Black and Sir James 
Howie are Scots. Sir Douglas concludes his 
writing with his note on his love for Jesus from 
the gospels; Sir James writes of his early initia- 
tion into faith in Christian Principles. Both have 
lived a full life of material, professional and 
social success through constant dynamism. 
This is what is reflected in both books. I re- 
commend it stongly to anyone who love to 
read good English, subtle humour and cultured 
thoughts and who plan to write memoirs of 
their own, in future. 


(Dr. N. Hariharasubramanian M.D., Ph.D.) 


* * * 
MCQs in General Medicine 
Volume I 
J.R. Lawrence 
J.D. Hunter 
Publisher: Churchill Livingstone, 
London 


Publications: B.I. Publications (P) Ltd 
Promotion Department, 
61-63, Lakshmi Building, 
4th floor, Sir P.M.Road, 
Bombay - 400 001. 


Year: 1986 
Price: £ 1.25 


The book has 200 MCQcs in general medi- 
cine. The answers are given at the end with 
explanations and references. 


The questions are chosen from the Aust- 
ralian self Assessment Programs for Physician.. 
This helps in continuing medical education and 
also for preparing examination in internal 
medicine. This is recommended for P.G. 
students and teachers in medicine. 


(Dr. N. Kasirajan) 
* * * 
Aids to clinical examination 


Peter C. Hayco 
Ronald S. Macwalter 


Publisher: Churchill Livingstone, 


London. 


Publications: B.I.Publications (P) Ltd 
Promotion Department, 
61 - 63, Lakshmi Builiding, 
4th floor, Sir P.M.Road, 
Bombay - 400 001. 


Year: 1987 
Price: £ f.25 


This book on Aids to clinical examination 
is exam oriented. This cannot be used as a text 
book on clinical medhods for undergraduates 
as it lacks the methodical approach. This can 
be used as a last minute preparation for the 
final examination for the post graduates. 


' (Dr.N. Kasirajan) 
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Gastrointestinal Haemorrhage 
P.S. Hunt 


Publishers: Churchill Livingstone, 
London. 


Publications: B.I. Publications (P) Ltd, 
Promotion Department, 


61-63, Lakshmi Building, 
4th floor, Sir P.M.Road, 
Bombay - 400 001. 

Year: 1985 

Price: $ 33.00 


The book *Gastrointestinal Haemorrhage" 
edited by Dr. P.S. Hunt deals with all aspects 
of upper G.I. bleed with the materials and 
management and also specifically mentions 
about the durg indution, evaluation and stress 
ulcreation. They also discuss in detail the 
selective role of shunt when sclerotherapy 
fails. It has also brought out the important 
conditions and advice and it is a very good 
book for the practising surgeons, gastroentero- 
logists and postgraduates in Medicine and 
Surgery. 


(Dr.N. Rangabashyam) 
* * * 


Progress in child health 
Vol III 
J.A. Macfarlane 


Publishers: Churchill Livingstone 
London к 


Publications: B.I. Publications(P) Ltd., 
Promotion Department, 





The third volume of Progress in Child 
health covers a wide variety of subjects and 
brings uptodate summaries of the state of the 
art in various aspects of child health. 


The chapters on screening for hip dislo- 
cations, visual defects, hearing problem child 
health surveillance have broader appeal and 
interest for paediatricians, educaters, commu- 
nity and social health workers, administraters 
etc; 


Chapters on: Why do children get colds, 
Recent advances in infant feeding, Immuni- 
sation, failure to thrive are educative as well 
as thought provoking. Special mention has to 
be made of/medical education in child health 
which should be compulsorily brought before 
everyone concerned with paediatric teaching. 
For those who are interested in Child Psycho- 
logy and guidance, there are stimulating arti- 
cles ʻon disruptive behaviour at school, the 
future of child guidance, conjoint family the- 
rapy, behavioural treatment and family cen- 
tres...all of which are fascinating studies. The 
importance of records finds a place as also 
the bigh tech aid of computers. 


Child health as a comprehensive speciality 
is yet to find a way in our parts but this volume 
is a welcome addition academically. 


(Dr. T.K. Subramanian) 
* * * 


Clinical Paediatrics 
D.N. Chatterjee 
Publishers: Academic publishers, 


12/1 A Bankim Chatterjee Street, 
Calcutta - 700 073. 





61-63 Lakshmi Building, Year: 1986 
4th floor Sir P.M. Road, Price: Rs. 65/- 
Bombay-400 001. 
The absence of a book on Clinical Paedia- 
Year: 1987 trics, suitable for our students, makes this a 
Price: £ 20.00 ' welcome addition, filling, as it does a real 
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need. It is unfortunate that the author did not 
live to see the publication of his work. In the 
posthumous edition by Dr. Umanath Sirkar, 
which is ably done, the value of the book is 
seen especailly at this time when the teaching 
of paediatrics is gaining importance. The 
chapters on history taking, physical exami- 
nation and examination of the neonate merit 
special mention. We may agree that while 
“mere serious though rare” conditions have 
also to be mentioned especially when dealing 
with postgraduates, ^common things are still 
commoner” and they have to be emphasized 
especially at undergraduates level. No doubt 
it is difficult to write a book to suit both under- 


* * * 


graduates and postgraduates. Large tracts of 
this book deal with differential diagnosis and 
syndromes with good reference value. This 
however tends to dilute the stress on basics 
and essentials to the point of making the under- 
graduates and G.P's lose interest. Stress on 
commonness of incidence or order of impor- 
tance to make them stand out in a catalogue 
of conditions may be welcome ... perhaps by 
outlining them in capital or bold letters. The 
immunisation schedule should include recent 
trends of earlier start and MMR etc; The good 
utility of the book will be enhanced that way. 


(Dr. T.K. Subramanian) 


* * * 


Correct answers received for ECG Quiz - August '89 


Dr. Aarti Sewhney, 
Ram Nagar, 
Sapals, Bhilai - 490 001. 


Dr. B.R.L. Prasad, 
Gannavaram, 
Krishna Dt., A.P. 


Dr. J. Madhav Rao, 
38, New Street, 
Karur - 639 001. 


Dr. Jagdish Prasad, 
H/1/21/D, L.D.A. Colony, Kanpur Road, 
Lucknow - 5. 


Correct answers received for Case of the Month - August ’89 


Dr. V. Venkataraman, 
Anbil P.O., 
Trichy. 


Dr. H.N. Prakash, 
Chitwoudigi, 
Hospet - 583211. 


* * * 
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Dr. S.K. Bhagra, 
55, Shalimor Bagh, 
Delhi - 52. 


Dr. B. Rajanna, 


Belagur, 
Hosadurga-573114. , 


* * * 


NOVEMBER '89 


| Glimpse into history | 


Brain and behaviour - some trends in history 


The idea that structural or functional 
abnormalities of the central nervous system 
underlie disorders of human behaviour - the 
essence of what is designated as the biological 
psychiatry - is an ancient one. It is one of the 
cardinal principles of the Hindu system of 
medicine - the Ayurvedha, that the mind and 
body are closely linked and should not be 
considered apart. Hippocrates (C.360 B.C.) 
declared that the seat of our pleasures and 
sorrows, of pain and comfort is the human 
brain. Even during the ancient period of spiri- 
tual approach to human disease the primitive 
practice of letting out evil spirits through the 
head to cure disease was reflective of the idea 
that the soft mass of brain flowing out through 
the skull hole contained the "evil spirits". 


Scientific study of the human brain came 
into vogue only towards the end of the last 
century but since then, only a few other areas 
of medical neurology have been as widely 
explored as the field of organic basis of mental 
illness. 


Among the first to address the question of 
link between functional and structural changes 
in the brain and behaviour was Antoine Bayle. 
In 1822, he suggested the insanity of general 
paralysis was due to inflammation of arach- 
noid, as revealed at autopsy. For want of 
methodological advances, it was more than 50 
years before the next serious attempt was 
made. In 1884, Theodor Meynert, employing 
Golgi and Cajal staining methods, published 
his clinical studies of Diseases of the Fore- 
brain, in an attempt to provide psychiatry 
with a firm neuroanatomical basis. Incident- 
ally, Meynert's name has recently been re- 
called - the nucleus basalis of Meynert, des- 
cribed a century ago, has recently been shown 
to undergo a marked reduction (mostly of 
cholinergic neurons) in patients with Alzhei- 
ner's disease. 


In 1874, Wernicke, using new histological 
techniques, published his studies of aphasia 
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and three years later, described the polyneuri 
tic syndrome which now bears his name. In 
1887, Sirgei Korsakoff delineated the syn- 
drome of alcoholism, psychosis, amnesia and 
confabulation. In 1903, Alois Alzheimer and 
Arnold Pick described lesions in CNS of pati- 
ents with premature senile dementia (later 
known as Alzheimer's disease). 


When technics for electrical stimulation of 
brain (ESB) became available, they were used 
widely. In 1876, Eduard Hitzing and Theodor 
Fritsch established the precise relationship 
between ESB and localised cerebral functions. 
This led later to the pioneering cerebral corti- 
cal maps of Penfield, a Canadian Neurosurgion 
in the 1940's - 1950's. In 1927, Egas Moniz 
developed cerebral angiography. 


Hans Berger, a psychiatrist introduced 
Electroencephalography (E.E.G.) in an- 
attempt to establish diagnostic correlation 
between specific mental illnesses and abnor- 
malities in EEG rhythms. Though he did not 
succegd upto his own expectations, characte- 
ristic EEG changes have been described in 
some forms of schizophrenia and in mental 
retardation. 


Advances in understanding of the chemi- 
stry of the CNS led in the 1930's to A. Folling's 
description of the metabolic error in phenyl- 
alanine metabolism resulting in a form of 
inherited mental retardation. Parallel with the 
continuing discovery of neurotransmatters and 
other chemicals of importance in the brain ever 
since then, more and more mental disorders 
have come to be related to neurochemical 
alterations and these discoveries have also 
expanded the vistas of drug tharapy of mental 
illness. This recent history is however too vast 
and has taken place too rapidly within the last 
two decades, to be described in this brief 
glimpse into history. 


(Dr. N. Hariharasubramanian M.D., Ph.D.) 
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Case of the month 


A 50-year old man has increasing dys- sed pillows. He has also a cough with expector- 


phagia, more for solids. He has no history of 2000 for the past 2 weeks. 
retrosternal pain or weight loss. Occasionally What is the diagnosis? 


he regurgitated small amounts of food, relieved : ` 
by frequent small meals and sleeping with rai- — (Dr. N. Hariharasubramanian M.D., P h.D.) 


* * ui. * * * 


Answer to the Case of the Month - Oct. '89 


The probable diagnosis is manic-depressive illness, suggested by: 


1. History 


2. Exclusion of organis illness 
* * * * * * 


CRVPTOSPORIDIOSIS 


Most reported cases of cryptosporidiosis are sporadic and their source is not often 
elucidated. Only recently the Daily Telegraph reported an outbreak in which four school 
children contracted the parasite during a visit to a farm in the west country. Some out- 
breaks have been associated with food, milk, and water, and spread by the faecal-oral 
route in families and nurseries seems to be common. 


In some the onset of the illness has occurred after swimming in a local swimming 
pool for learners, and subsequently cryptosporidium was isolated from the water. On 
further investigation a defect in the drainage of the pool suggested the possibility of 
pollution by sewage. 


Cryptosporidiosis is caused by a protozoan and was first recognised in mice at the 
beginning of this century but is now known to be a widespread infection in animals, and 
the organism is an important cause of diarrhoea in calves. Infection in humans was first 
reported in 1976, and the organism was later found to be a common cause of chronic, 
life threatening diarrhoea in immunocompromised patients, particularly those with AIDS. 


When improved techniques for detecting the cysts in stools by stained faecal 
smears were introduced in 1983 that it was appreciated that cryptosporidiosis was also 
a common cause of self limiting diarrhoea in immunologically normal subjects particularly 
children. 


In immunocompetent patients the infection is usually denoted by the onset of ano- 
rexia and abdominal pain sometimes suggesting appendicitis, after five te seven day's 
incubation. Diarrhoea with watery, fou! smelling stools follows, persisting for about a 
week, and is often accompanied by vomiting, headache, and fever. In some cases the 
diarrhoea may continue, alternating with periods of constipation, for several weeks. 


(BMJ Vol. 298 Feb. '89) 
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is given. 
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mination. Only the limb lead ECG 
Can you detect the abnormality? 


A young man presents with occasional 


brief bouts of palpitaiton, unrelated to exer- 


(Dr. N. Hariharasubramanian M.D., Ph.D.) 


tion or food. He is otherwise normal on exa- 
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I. Gower's sign is seen in; 


A. Friedreich's ataxia 

B. Duchenne’s muscular dystrophy 
C. Turner’s syndrome 

D. Down’s syndrome 


VI. 


Pseudoprecocious puberty in girls causes; 


A. Androgenisation 
B. Oestrogenisation 
C. Both 

D. Neither 


II. Moebius syndrome is congenital para- 
lysis of VII. Blackwater fever is due to; 
agir unii A. Toxoplasmosis 
B. V nerve 
B. Kala Azar 
C. II nerve e 
C. Malaria 
D. III nerve Sr. 
D. Trypanosomiasis 
III. Match the items in column I with items 
in column II VIII. The blackwater fever is due to the 
| Т presence of; 
A.Endocardialcushion 1. Noonan'ssyndrome A. Free haemoglobin 
defect B. Oxyhaemoglobin 
B. Pulmonary stenosis 2. Turner’ssyndrome C. Methhaemoglobin 
С. Coarctationofaorta 3. Down’s syndrome D. RBC'S 
IV. In Friedreich's ataxia, the tracts affected IX. State whether true or false; 
include all of these, except; 
A. Dorsal columns 1. Aspirin in all forms can precipitate 
B. Spinecerebellar tract gastrointestinal bleeding. 
C. Corticospinal tract 2. Lidocaine in high doses can induce 
seizures 
V. The first laboratory abnormality in 3. Petitmal status epilepticus is consi- 
coeliac disease is, usually; dered as neurological emergency. 
A. Low serum calcium 
B. Low serum iron (Dr. N. Hariharasubramanian M.D., Ph.D.) 
C. Low serum protiens 
D. Low serum folate (For Answers see page 634) 
* * * * * * 


Danish doctors at Copenhagen university hospital believe that the great painters, 
Klee, Reubens, Renior and Dufy, all suffered from inflammatory rheumatic disorders trig- 
gared by toxic heavy metals in their brightly coloured paints. An analysis of paintings of 
ten other masters including Rembrandt, who had no known rheumatic disorders found 
that they had used predominantly ‘earthy’ colours containing harmless iron and carbon 
compounds. The researchers emphasise that modern paints are safe buf believe that 
harmful habits such as licking brushes and not washing hands before smoking or eating 
could be rife among ortists. 


(SANU Volume 75 No. 34 Feb. '89) 
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| Cross Word Puzzle 


Compiled by: 


Dr. Mrs. Shakeela Hafeezuddin M.B.B.S., 
Chamraj Garden Hospital, 

Rockland, 

Chamraj estate, 

Nilgiri - 643 201. 
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1. A hereditary syndrome consisting of dext- 
rocardia, bronchiectasis and sinusitis. 


2. A.S.D. (atrial septal defect) 
stenosis, usually rheumatic. 


с mitral 


3. Congestive splenomegaly is the charact- 
ristic feature of this syndrome. 


4. A triad of nongonococcal urethritis, con- 
junctivitis and arthritis. 


5. A chronic rheumatoid arthritis, spleno- 
megaly, leukepenia, pigmented ‘spots on 
legs are found inthis syndrome. 


6. A generalized bone disease marked by 
multiple transparent stripes of absorption 
in the long aad flat bones. 


7. A syndrome in which there is oedema 
oliguria and symptoms of renal failure 
following crush injury. » 
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8. A hereditary syndrome, transmitted as an 
X-linked trait С ocular hypertelorism, 
antiaverted nostrils broad upper lip, pecu- 
liar scrotal shawl above penis. 


© 


. Familial polyposis of colon c osseous 
and soft tissue tumors. 


10. Progressive lipidosis transmitted as an 
autosomal recessive trait C irritability, 
nodular erythematous swelling, CVS, 


CNS involvement and death by 2 yrs. 


11. Mangoloid features, short phalanges, 
mental retardation and trisomy of chromo- 
some 21 are the features of this syndrome. 


12. A triad of ptosis, enophtholmos anhydro- 
sis are the features of this syndrome. 


13. Postpartum pituitary necrosis 


14. A condition seen in premature infants 
due to reaction С chloramphenicol. 


15. A hereditary disorder transmitted an auto- 
somal recessive trait С acrocephalopoly- 
syndactyly, brachydactyly, mental retar- 
dation & hypogonadism. 


16. A syndrome ¢ infantile cortical hypero- 
stosis. 


17. An ulcerative disorder of the lower oeso- 
phagus. 


(Taken from Dorlands Pocket Medical 


dictionary) 
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What is the rationale for taking aspirin at a low dose to prevent strokes? Is the 
mechanism of action similar to that of non-steroidal anti inflammateru drugs, and if so Is 
there any point in giving aspirin to people taking these drugs? 


Aspirin exerts its antithrombotic effect oy inhibiting tne enzyme cyclo-oxygenase and 
thus tne formation or tnromooxoné Ag which produces platelet aggregation. This inhibition is 
caused by irreversible acetylation of the enzyme, and the effect of a single dose of aspirin may last 
for several days, independent of any circulating aspirin. The effect occurs at low doses of aspirin. 
Larger doses also inhibit vascular endothelial cyclo-oxygenase and thus the production of prosta- 
cyclin, uhich-has antiaggreagatory properties. In theory, therefore, small doses ot aspirin should be 
more ettective than large doses, but this has yet to be shown to be of clinical importance. 


Non-steroidal anti intlammatory drugs also inhibit cyclo-oxygenase and thus platelet aggrega- 
tion, but the effect is reversible and persists only while tne drug is present in sufficient concentration 
in the blood. Individual non-steroidal anti inflammatory drugs differ in both the degree and the dura- 
tion of inhibition of platelet aggreagation that they produce. The duration of effect is related to the 
plasma halflife and would probably be increased by the use of sustained release preparations of 
the shorter acting drugs. 


| do not know of any studies of the antithrombotic effects of non-steroidal anti inflammatory 
drugs in relation to prophylaxis against strokes. Presumably some non-steroidal anti inflammatory 
drugs would have an antithrombotic effect if taken in sufficient dose and frequently enough to main- 
tain plasma:concentrations at the level required for appreciable inhibition of platelet aggreagation. 
For many patients taking these drugs, however, inhibition of platelet aggregation may be intermittent 
and insufficient to have a clinically important antithrombotic effect. 


(BMJ Vol. 298 17 June '89) 


Aspirin exerts its antithromibotic effect by inhibiting the enzyme cyclooxygenase in 
platelets and thus the production of thromboxame Ag which produces platelet aggregation. 
It also inhibits vascular endothelial cyclooxygenase and thus the production of prosta- 
cydine, which has antiaggregatory properties. Appreciable inhibition of thromboxane 
Ag production occurs at lower doses of aspirin than those required to inhibit prostacyclin 
production, and it has been suggested that the effect on prostacyclin production of high 
doses of aspirin might counteract the antithombotic effect. 


Non-steroidal anti-inflammatory drugs also inhibit cyclooxygenase in both platelets 
and vascular endothelium. Therpeutic doses of most non-steroidal anti-inflammtory drugs 
inhibit platelet aggregation both in vitro and in vivo. There is in vitro evidence that 
therapeutic doses inhibit prostacyclin production, but whether this results in any proag- 
gregatory effect in vivo is largely unknown. Therapeutic doses of ibuprofen seem to inhibit 
platelet aggreagation without inhibiting prostacyclin release. 


(BMJ Vol. 298 Apr. '89) 


* * ж ж . * E 


Fetal heart monitoring -has come in for criticism after 30 years of use (Journal of the 
Royal Society of Medicine 1989; 82:210-4). Only tuo out of eight controlled trials have 
shown continuous electronic monitoring to be more beneficial than intermittent ausculta- 
tion in detecting fatal distress; the number of infants saved as o result of monitoring is 
estimated at one in 1000, and operative intervention rotes are high. It is Snlikely that 
monitors will be instantly discarded, if only for medicolegal reasons, but what is urgently 
needed is widely available alternative methods:of detecting fatal distress, such as blood 
sampling and electrocardiography. 


` (BM) Vol. 298 29 April '89) 


Guidelines to Contributors 


"The Antiseptic" is a monthly publication 
devoted to the cause of medical practice with 
an emphasis in general practice in the rural 
setting. Contributions are invited from health 
professionals in India and abroad in the form 
of original articles, reviews, short 
communications, reports of interesting cases, 
condensed extracts of useful articles appearing 
in other journals, experiences with new 
preparations, letters to the editor, etc., 
Contributions should ordinarily not exceed 8 
typed pages (double- spaced) in foolscap size, 
excluding space occupied by figures and 
illustrations. Contributions that have already 
been published in part or full will not be 
entertained, and contributions are accepted on 
the distinct understanding that they are sent 
solely to “The Antiseptic” for publication. The 
contributions are scrutinised by the editorial 
board before publication and the editor 
reserves the right to accept, alter or reject any 
contribution without assigning any reason. 


The Publisher reserves the copy right of 
contributions published in the journal. 
Reproduction in reputed medical journals is 
permissible, if credited properly, but not for 
commercial purposes. 


Preparation of Manuscripts: Manuscripts in 
English typewritten in double space on one side 
of paper should be submitted in duplicate. The 
size of the text, tables and figures should be 
such that these can be mailed to the reviewers 
under one cover. Texts should be typed leaving 
liberal margins on all four sides, so as to 
facilitate recording of comments by the 
reviewers directly on the text. Unnecessarily 
complex, extremely long and poorly written 
Manuscripts with excessive number of tables 
and/or illustrations are likely to be rejected. The 
Manuscripts shóuld include a) a title page 
b) an abstract c) the text of the paper. 


Title Page: The title of the Manuscripts should 
include the purpose and findings of the sork. 


One complete title should be preferred to a title 
with sub titles. Titles should be followed by 
names of authors (first name, middle name(s), 
followed by surname), address(es) of the 
Department(s) and institution(s) where the work 
was done. Educational degrees obtained from 
universities/recognised institutions alone may 
be mentioned. If the author's present address 
differs from the one at which the work was 
done, this may be indicated in the footnote on 
this page. 


Text: The text should start from next page and 
should be divided into introduction, materials 
and methods, results and discussions. It may 
sometimes be necessary to use sub-headings 
within some sections to clarify their content. 
For short communications there is no need to 
divide the text into aforementioned sections. 
Case reports, reviews etc. may not need the 
above format and it is recommerided that the 
authors consult a recent issue of the journal 
for guidance. 


Abstract: The second page of the Manuscript 
should contain an abstract not exceeding 100 
words. The abstract should give .а precise 
account of the methods, results and 
conclusions. It should be arranged in numbered 
concise paragraphs. 


Introduction: The purpose of the investigation 
should be spelt out clearly and in a concise 
fashion. Previous work having direct bearing 
on the study should be quoted. If a recent 
article has summarised the work on the subject, 
it may be sufficient to cite this article rather 
than repeating individual citations. 


Materials and Methods: The author(s) should 
describe the methods, procedures, apparatus 
(with manufacturers name and address in 
parenthesis) etc. in sufficient detail to allow 
workers to reproduce these. Details of 
established methods may however be avoided. 
А brief description may be needed for methods 
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that have been published but are less well 
known. Substantial modification of an 
established method should be adequately 
explained. Drugs should be listed in separate 
para, preferably with the name of the 
manufacturers in parenthesis. Trade names of 
drugs should not be used. 


Resuits and Discussion: The observations 
should be arranged in a coherant way so that 
meaningful data is generated. It is always 
desirable to summarise the data in the form of 
tables and figures. However, duplication of data 
in text and figures/tables is not permissible. 
Figures and tables should be so designed that 
data presented is understandable . without 
reference to the text. The approximate location 
of figures and tables should be marked in the 
text. 


Figures: One original and one xerox copy of 
each figure should be enclosed. The figure 
should be black line drawing or a photograph 
on glossy paper with a legend on separate 
sheet. The figures should be numbered in 
arabic numerals and should bear on their bàck 
(in light pencil mark) the title of the paper in 
brief. 


Tables: These should be typed separately, 
numbered in arabic numerals and should bear 
appropriate headings and table number. Major 
portion of discussion should relate to the work 
of the study; unnecessary details may be 
omitted. The discussion should deal with 
interpretation of results without repeating the 
information already presented under results. 
Ordinarily results and discussion should be 
dealt separately, however it may sometimes 
become necessary to clump the results and 
discussion together. 


Acknowledgements: Acknowledgement should 
be brief and made for specific scientific and 
technical assistance only and not for providing 
routine departmental facilities апа 
encouragement or for help in the preparation 
of the Manuscripts. 


References: The references in the text should 
be cited as name of the author(s) followed by 
the year. Where there are more than three 
authors, the reference may be written as the 
name of the first author followed by et al. At 
the end of the paper, the references should be 
arranged in alphabetical order. They should 
include the author's names (year of publication) 
title of the article, name of the journal 
(underlined). Periodicals, volume number 
(underlined) first and last page numbers. 
Sample references are given below: 


Reprints: 30 Copies are supplied free to author. 
A larger number may be obtained 
(against payment @ Rs.0.50/- per 
page) on written application at the 
time of sending the article. 


Book Review: Publishers may send advance 
copies of books/new 
Publications for review and 
recommendation. 


News: Contributors may send news-items of 
interest to medical practitioners for 
publication. 


Sample References: 

Journals: Natarajan, M. (1987) Hydatid Cyst- 
Brain-The Antiseptic Vol-84 No.12. 
pp.706-711. 


Book: Barar, F.S.K., (1987) Drug Interactions, 
In: Essentials of Pharmacotherapeutics. 
pp.84-92. New Delhi : S. Chand & Co. 


Chapter in a book: Natarajan, M.,(1980) 
Parasitic Infestations: 


e In: Text Book of Neuro 
surgery VolI; Ramamurthy, 
B. & Tandon PN; 
Madras: National Book 
Trust of India pp.472-86. 
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pp.41-55, Canberra: Australian 
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NYMPHAVITE TABS (Multivitamin Tabs) - Conts. Vit. A: 1250 IU; Vit. B1: 0.5 mg. Vit. C: 12.5 mg.; Vit. D: 10010. 
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PUBLISHER'S NOTE 
DECEMBER '89 


Dear Doctor, 


Greetings to you. 


I am glad to inform you that, unlike 
past years, the author index and the 
subject index is attached as an 
annexure to this issue itself for easy 
and quick reference of our readers. 

We will be entering the 87th year in 
January '90 I want to further 
improve the standard and quality of 
the magazine for which I earnestly 
request our readers to send their 
valuable suggestions. 


Yours Cordially, 


E LA б. 4 


(R.LAKSHMIPATHY) 
PUBLISHER. 


Madurai 
25.11.89 
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Spontaneous intracerebral haemorrhage. 


Muthukumar N., Natarajan M. 


The term spontaneous  intracerebral 
haemorrhage (ICH) refers to bleeding into the 
brain parenchyma without coincident trauma. 


Incidence: 


Spontaneous intracerebral haemorrhage 
accounts for 8 to 12% of all strokes. Seventy to 
ninety percent of cases are hypertensive. Men 
have a higher incidence than women. 


Etiology and Pathology: 


Seventy to ninety percent of the cases are 
due to hypertension. Other causes include 
ruptured saccular aneurysms, ruptured arterio- 
venous malformations, blood dyscrasias due 
to various causes, bleeding into tumours, 
dural sinus and cortical venous thrombosis 
etc. 


Pathogenesis of hypertensive ICH: 


Hypertension leads to hyalinosis or deposi- 
tion of hyalin material into the media of small 
cerebral arteries with secondary constriction 
of the lumen and destruction of the wall. The 
measurably high pressure normally present 
in the proximal lenticulostriate system along 
with the increased proximal pressure secon- 
dary to distal stenosis leads to rupture of the 
arterioles at their points of greatest weakness, 
with* or without definite microaneurysms 
(the Charcot-Bouchard aneurysms). 


Dr. Natarajan M. , M.S.,(Gen.), M.S.,(Neuro) FICS., FACS., FAMS., 
Dr. Muthukumar N., M.Ch. (Neuro) 

Neurosurgeon, 

138, Anna Nagar, 

Madurai - 20. 





Specially contributed to “The Antiseptic”: - 
Vol. 86 (12); P (652 - 4) 
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Clinical features: 


Hypertensive intracerebral haemorrhage 
may occur anywhere in the brain but there are 
definite sites o£ prediliction: putamen-55%, 
thalamus-10%, lobar-15%, pons-10%, and 
cerebellum-10%. The extravasating blood 
displaces and compresses the adjacent brain 
tissue but almost never destroys it as it does 
in ischaemic infarction, and the neurological 
deficit may thus be significantly reversible. 


There are usually no prodromal symptoms 
or warning phenomenona. The blood pressure 
is most often in the range of 200/100 mms of 
Hg. but bleeding can occur when the systolic 
pressure is as low as 160 mms of Hg. and the 
diastolic pressure as low as 90 mms of Hg. In 
more than 90% of the cases the onset comes 
when the patient is awake and active rather 
than asleep. Since the brain parenclyma is 
insensitive, headache is usually not an early 
sign and is present only in 50% of the cases. 
The closer the bleeding to the cerebral surface, 
the more likely there will be headache. The 
period from initial symptoms to peak deficit 
or to death will vary from a few hours to a 
few days. 


Putaminal haemorrhage: 


In the classical putaminal haemorrhage 
the initial symptoms are produced by pressure 
on or dissection into the posterior limb of 
the internal capsule. There evolves a gradual- 
ly progressive hemiparesis or hemiplegia 
combined with sensory loss and visual field 
defect. Dysphasia may be associated if the 
dominant hemisphere is involved. Putaminal 
haemorrhages do not produce a pure motor 
or pure sensory stroke. The eyes and some- 
times the head will be turned to the side oppo- 
site the hemiparesis, but reflex eye movements 
will be full on head rotation. Epileptic seizures 
may occur in putaminal haemorrhage, but are 
more characteristic of lobar haemorrhages. 
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Thalamic haemorrhages: 


Typically a thalamic haemorrhage produ- 
ces a gradually progressive hemiparesis as. a 
result of pressure on the internal capsule and 
a hemisensory loss due to involvement of the 
thalamic nuclei. Numbness of the affected 
side may be a prominent early symptom. The 
ocular signs in thalamic haemorrhage are 
distinctive апа include smallepupils, poorly 
reactive to light and impairment of vertical 
gaze especially upward gaze. At rest the eyes 
are deviated downwards and slightly inwards 
as though peering at the tip of the nose. The 
eyes may show a slight skew deviation, the 
eye on the side of the haemorrhage being 
slightly lower. The pupil on the side of the 
haemorrhage may be slightly smaller represen- 
ting an ipsilateral Horner's syndrome. Usually 
the patient is sleepy and if the haemorrhage 
is large the patient may be stuporose or coma- 
tose. In large haemorrhage extensor decere- 
brate posture may occur either spontaneously 
or in response to painful stimulus. Extension 
of the bleed into the ventricular system is 
common in thalamic lesions. 


Lobar haemorrhage: 


This category includes haemorrhage aris- 
ing in the hemispheres but outside the basal 
ganglia. The haemorrhage may be small (1 to 
3 cms in extent) and not endanger life or may 
reach a size of 7 to 8 cms. and prove fatal. 
In the healing stage such a haemorrhage results 
in a linear orange scar termed the slit haemor- 
rhage. These haemorrhages are more common 
in the posterior half of the hemisphere than 
the anterior half, involving predominantly 
the temporal, parietal and occipital regions. 
A steady headache referred to the ipsilateral 
side of the head may be present though not 
always. Focal seisures may be an early mani- 
festation. In posterior haemorrhage, hemi- 
paresis and hemiplegia are overshadowed by 
complex sensory deficits. In the dominant 
temporal lobe, aphasia occurs and further 
posteriorly an assortment of symptoms and 
signs occur including homonymous hemi- 
anopia, dyslexia, impaired memory. On the 
nondominant side constructional apraxia, 
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.]éft homonymous hemianopia and minor 


apractognosids can occur. Frontal haemorr- 
hages lying laterally will impinge on the 
motor cortex, thus causing paralysis and 
the final picture will not be different from 
that resulting from putaminal haemorrhage. 
Generally in lobar haemorrhages the prognos- 
sis is good. 


Pontine haemorrhage: 


Pontine haemorrhage usually results in 
rapid onset of deep coma. The patient chara- 
cteristically complains of headache, vomits a 
few times and becomes paralysed bilaterally 
due to the pressure on the closely congregated 
pathways in the brainstem. The pupils are pin- 
point, but still reactive to light (this may require 
the use of a magnifying glass for evaluation). 
The eyes are usually aligned and all sponta- 
neous and reflex ocular movements are absent. 
Ocular bobbing, in which the eyes intermit- 
tently deviate downwards is typical. Decere- 
brate extensor postures are common as coma 
supervenes. The long tract neurological deficit 
is usually symmetrical. Terminally tempera- 
ture rises to 106°F to 108°F as sweating ceases. 





Fig. 1. Shows Ganglionic 
intracerebral haemorrhage 
Cerebellar haemorrhage: 


Cerebellar haemorrhage usually origi- 
nates in the region of the dentate nucleus and 
forms a rounded mass, about 3 to 5 cms. in 
diameter. The onset is abrupt with loss of 
balance. In many cases the patients will be 
unable to stand or walk. There may be an 
ipsilateral occipital headache associated with 
dizziness and vomiting. Occular disturbances 
in the form of ipsilateral sixth nerve weakness, 
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paresis of conjugate gaze to the side of haemor-. 


rhage, forced deviation to the opposite side 
may be present. Horizontal nystagmus is pre- 
sent and is usually coarse and slow to the side 
of haemorrhage. Dysarthria is fairly constant. 
Hemiplegia is rarely present. Other features 
include a cerebellar dysmetria and skew devia- 
tion of the eyes. 


Investigation: 


CT Scan: CT scan is the investigation of 
choice in patients with suspected intracerebral 
haemorrhage. In the acute phase these haemor- 
rhages are seen as round or irregularly shaped 
hyperdense lesions. Haematomas usually have 
smooth margins but sometimes may be ir- 
regular or jagged. The central portion of the 
hematoma may be denser and more homo- 
genous than the peripheral portions. Hema- 
tomas are usually surrounded by hypodense 
areas with frond like projections into the 
surrounding white matter. These hypodense 
areas represent edema. Large haemorrhages 
cause mass effect as manifested by midline 
shift and displacement of the ventricles. 
Somie hematomas may extend into ventricles. 
In the acute state (first five days after haemor- 
rhage) ICHs do not usually show evidence of 
contrast enhancement/unless there is an under- 
lying lesion such as neoplasm, aneurysm, or 
angioma. Some of the recent CT scanners 
have software programmes for calculating the 
volume of ICH. 


Angiography: 


In the era of CT scan, angiography is indi- 
cated when there is suspicion of an arterio- 


venous malformation or aneurysm as the cause 
of the ICH. 


Medical treatment: 


1. Maintenance of adequate airway and oxy- 
genation are important. Patients who are 
awake and alert will be capable of main- 
taining their own airway. Patiénts who 
are comatose will require endotracheal 
intubation or tracheostomy. Oxygen sup- 
plementation is necessary to maintain a 
PO; of more than 75 mm of Hg. 


2. Blood pressure control is necessary. How- 


ever, precipitous fall in blood pressure 
should be avoided so as not to compromise 
the cerebral perfusion. 


3. The role of steroids in the management of 
intracerebral haemorrhage is controversial. 
The edema in the brain tissue surrounding 
the haemorrhage may be reduced by ste- 
roids. 


4. Prophylactic. anticonvulsants sheuld be 
given especially in patient with lobar 
haemorrhages who have a higher chance 
of developing seizures. 


5. Cerebral decongestive measures may be 
necessary in patients who are obtunded. 
These include the use of osmotic diuretics 
and hyperventilation. 


Surgical Therapy: 


Surgery has a role in the management 
of intracerebral hematomas in the following 
situations: 


1. Intraventricular haemorrhage and hydro- 
cephalus: ventricular drainage is indicated 
in these cases. 


2. Cerebellar hematomas: These are very 
amenable to surgical therapy. 


3. Lobar and putaminal hematomas: Large 
lobar and putaminal hematomas may be 
evacuated especially if the patient does 
not improve with medical measures. 


4. Certain aggressive neurosurgeons especial- 
ly the Japanese believe in evacuating even 
the thalamic hematomas by CT guided 
stereotaxy. However, this is not widely 
practiced. 


Prognosis: 


With the exception of lobar haemorrhages 
secondary to a vascular anomaly, the overall 
mortality rate is about 50% and the combined 
mortality and morbidity rate is about 70% 
to 80%. The mortality increases with іпёгеаѕ- 
ing age, altered sensorium on admission, 
thalamic and ventricular involvement, and 
delayed definitive care. 
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Novamox 


(AM Q-X"Y C. | 
For higher сөн dedi in 
Respiratory Infections 


Tonsillitis 
Pharyngitis 








1,°2 : Drugs 9, 88, 140 (1975) p 122-124 Cipla Ltd. 
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NORBACTIN-400 


(Norfloxacin) 





Broadest spectrum of activity against 
uropathogens — from E. coli to Pseudomonas. 
First oral anti-pseudomonal agent with a 
sensitivity profile better than parenteral 
antibiotics. 

Development of resistance not known. 
No nephrotoxicity. No hepatotoxicity No 
ototoxicity 

"Failure to respond to this highly active agent (Norbactin) would 
indicate a need to investigate the patient's urinary tract" 
Practitioner, 228, 111-117, 1984. 


NORBACTIN-400 
Shaping the future of UTI therapy. 
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(Tripotassium Dicitrato Bismuthate) 


A NEW CONCEPT 
IN THE 
MANAGEMENT OF 
PEPTIC ULCER 
DISEASE 


: TR YM О Tablets 


ж High Ulcer healing rates. 

ж Bactericidal against C. Pylori -the most 
important aetiological factor in peptic ulcer 
disease. 

х Significantly lower relapse rates than with 
Н» receptor antagonists. 

ж Convenient dosage. 


112 tablets pack — A complete treatment course, 


Detailed information ФЕМ) Raptakos, Brett а Со. Ltd. 

Bombay 400 025 
. With TRYMO, ULCERS HEAL FASTER 
AND STAY HEALED LONGER 
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Horlicks 
Now specially fortified with extra calcium 
— n RENNES 


Horlicks, the easily digestible health food drink full of nourishing 
goodness, is now reinforced and enriched with extra calcium, which is 
essential for the healthy development and maintenance of the body. 


GROWING CHILDREN 


Calcium is essential for the 
formation and maintenance of 
good teeth and bones. Two drinks 
of calcium-enriched a 
Horlicks in milk provide Ж 
the requisite RDA of 
calcium for the 
additional requirements = 
of growing children, especially the 
rapid growth of adolescents. 
Consumption of calcium-fortified 
Horlicks, along with regular 
physical activity, will also help to 
minimise the calcium.loss that 
occurs later in life, that can 
eventually lead to osteoporosis. 


DURING PREGNANCY 


AND LACTATION 


Expecting and 
breast- feeding 
mothers need 
(^| to supplement 
their diets 
with extra 
Мәе Calcium to 
Seager ensure 
fhat the baby receives adequate 
amounts of calcium. Inadequate 
calcium can result in weak bones 
and retarded growth of the infant. 
Two drinks of calcium- 
enriched Horlicks in cows' 
milk provide 7896 of the 
calcium RDA requirement. 
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THE SICK AND THE 
CONVALESCENT 


Calcium-fortified Horlicks is 
partially pre-digested, making it 
the ideal nutritive intake for the 
sick and the convalescent who 
need immediate, easily 
absorbable 
^ nourishment. 

Horlicks 


/ 
Nen] S 
is ideal > 
for tens \ Ny 
with gastro- 


intestinal disorders and those on 


fat-restricted or high-caloyie diets. 


It can also provide the necessary 
carbohydrates for diabetics. 


THE AGED 


Calcium-enriched Horlicks is of 
special importance to elderly 
people to help prevent 
osteomalacia and there is 
evidence of its value in 
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WITH EXTRA CALCIUM 


osteoporosis. Horlicks being easily 
digestible, is an easily assimilable 
source of calcium. 


NEUROMUSCULAR 
ACTIVITY 


Calcium regulates the body's 
neuromuscular activity which 
helps to maintain the correct 
functioning of muscles. 


HORLICKS — AN 
EFFECTIVE MEDIUM 


Horlicks contains lactose which 
promotes the absorption and 
retention of calcium, making it an 
effective medium for calcium 
intake 
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WHEN EAR AND NOSE DISORDERS PRODUCE 


e ALTERED SUSCEPTIBILITY TO ALLERGENS € RHINORRHOEA 
@ NASAL CONGESTION 


BESIDES PAIN AND FEVER 
febrex-plus & febrex-plus 


TABLETS SYRUP 


JUSTIFY YOUR CONFIDENCE 


© CLEARS RESPIRATORY CONGESTION 
ө COUNTERACTS ALLERGIC MANIFESTATION ө CONTROLS PAIN/FEVER 
e REDUCES MORBIDITY alo available 


febrex-plus febrex-plus febrex 
TABLETS SYRUP 

































Phenylpropanolamine HCI Phenylpropanolamine HCI E LP. 
Paracetamol Paracetamol р mg /tab. 
Chlorpheniramine Maleate .Chlorpheniramine Maleate 
Sodium Citrate pov 
5 
че ТАЧИ paracetamol t. 
INDOC 3 425 mg./5 ml. 


Fadia cay 19. Mahal Estate, Mahakali Road, 
* MMIKI Andheri (E), Bombay-400 093 
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- . Tablets Injection 3 


Diclofenac Sodiu 


25mg per ml of injecti 
Diclofenac Sodium 


50mg per tablet 


Analgesic - Anti inflammato; 
Qe 


RETE 5. 
ak x» 






Higher potency at 
low risk of С.І. side effects- 


Well-balanced 


FARIZYM FORTE 





for optimal enzymatic activity 


COMPOSITION : Each film-cooted tablet contains—Poncreos 
Powder corresponding to the following enzymatic activities : 
Lipose : not less than 6000 FIP Units 

Protease — :notless than 350 FIP Units 

Amylose — :notless than 4000 FIP Units 

Bile Extract corresponding to 30 mg Cholic Acid. 

Cellulase to an activity of 2.5 Wallerstein Units. 
INDICATIONS : ө For the relief of fermentative dyspeptic 
abdominal discomfort due to dietory indiscretion, unbalanced diets, etc. 
@ Pancreatic deficiency states and related steatorrhoea 

and azotorrhoea е Phytobezoor. 


DOSAGE : Usually, 2 to 3 tablets with each meal and 1 tablet with any 
between-meals snack will be sufficient. Dosage can be easily adjusted 
according to the requirements of the individual patient. In severe cases 
results. In patients with severe gastric hyperacidity the concurrent use of an 
antacid or an H2-receptor antagonist may be considered. 

For Contro-indications/Warnings & Precautions/Adverse Reactions- 
Refer INFAR'S THERAPEUTIC INDEX. 
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ў INFAR (INDIA) LTD. 
38, Chowringhee Road 
INFAR Calcutta 700 071 


Cutaneous aspects of internal malignant diseases: - 


Updated 


Muthuswamy T.C., Jayakar Thomas. - 


Internal malignant disorders may manifest 
cutaneous lesions. Recognition of these signs 
may lead to the diagnosis of a previously un- 
known malignancy. Most of these cutaneous 
lesions may be nonspecific and subtle. Some 
are quite specific such as Necrolytic migratory 
erythema of Glucagonoma. However the most 
specific signs are metastatic cutaneous 
deposits from internal malignancy. At the 
moment we are not in a position to classify 
these cutaneous alterations by a patho - physio- 
logic approach in all cases. Further it is diffi- 
cult to prove a skin eruption with an internal 
tumor in all cases, exception being as already 
stated regarding specific cutaneous metas- 
tases. 


1. Skin lesions secondary to deposition of 

substances. 

a) Icterus: (Bilirubin) This is generally a late 
sign, secondary to obstruction of bile duct 
or gross intrahepatic obstruction or extra- 
hepatic obstruction secondary to malig- 
nancy of gall bladder, pancreas, bile duct, 
or adjacent bowel. 


b) Melanosis: Abnormal deposition of 
melanin in tissues may occur due to adrenal 
insufficiency either primary or secondary 
due to infiltration of the suprarenal by 
malignancies or by tumors which are ACTH 
producing causing increased levels of alpha 
MSH & ACTH. ACTH has a terminal 
amino acid sequence similar to alpha MSH. 


Dr. Jayakar Thomas, M.D., D.D., Ph. D., 
Asst. Professor, 

Dr. Muthuswamy T.C., M.D., D.D. 
Prof. of Dermatology, 

Dept. of Dermatology, 

Govt. General Hospital, 

Madras 600 003 





Specially contributed to “The Antiseptic” 
Vol. 86 (12); P (655 -61) 


Diffuse melanosis can occur secondary 
to pigment deposition by malignant mela- 
noma. Diffuse micrometastases also appear 
in nail matrix Reading to pigment streaks in 
the nail plate. 


c) Hemochromatosis: An Iron storage dis- 
order resulting predominantly from increa- 
sed iron absorption from the gut. Iron is 
deposited in the form of hemosiderin in 
many tissues. 30% of these patients if un- 
treated develop hepatocellular carcinoma. 


d) Xanthomas: Predominant type of xan- 
thoma associated with internal malignancy 
is plane xanthoma-seen in association with 
multiple myeloma. Xanthomas and a 
typical eruptive histiocytosis with lipid 
deposition is associated with myelomono- 
cytic leukemia, myelocytic leukemia, 
leukemic lymphocytic reticuloendotheliosis 
and diffuse histiocytic lymphoma. Juvenile 
Xanthogranuloma may be associated with 
juvenile chronic myeloid leukemia. . 


Type-2 (a), Type-4, Type-5 hyperlipo- 
proteinemias have been described in associa- 
tion with myeloma. 


e) Primary type of systemic amyloidosis may 
be associated with multiple myeloma. 


2. Vascular and blood abnormalities. 


a) Flushing. involving centre of face and upper 
trunk may be a manifestation of carcinoid 
tumors., arising from bronchus, stomach, 
pancreas, thyroid, and less often teratomas. 


A pellagra-like dermatoses secondary to 
tryptophan diversion from niacin to serotonin 
can also occur in carcinoids. 


b) Palmar erythema: associated with advanced 
liver failure - secondary to either primary or 
metastatic tumors in liver - possibily due 
to decreased estrogen metabolism or to high 
output cardiac state: 
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c) Telangiectasia:- localised, grouped tel- 
angiectatic vessels on anterior chest wall 
may be a marker for breast cancer. 


Generalised telangiectasia can be a pre- 
senting factor of malignant angioendothelio- 
matosis. 


Progressive telangiectasia have been asso- 
ciated with carcinoid tumor and adenocarci- 
noma of hepatic bile duct. 


Telangiectasia may also be a manifestation 
of a genodermatoses which in turn can be 
associated with a systemic malignancy like 
lymphoma., Eg. (Ataxia telangiectasia, 
Bloom's syndrome, & Xeroderma pigmen- 
tosum & its variant De Sanctis Cachcione 
syndrome.) 


d) Purpura:- Lymphomas are the most com- 
mon cause of idiopathic thrombocytopenic 
purpura. Hodgkin's disease is the commo- 
nest among them, 


Disseminated intravascular coagulation 
as a cause of purpura in malignant diseases is 
most commonly associated with acute lym- 
phocytic or myelomonocytic leukemia, parti- 
cularly T-cell acute lymphocytic leukemia. 


Purpura can also be associated with hyper- 
globulinemia seen in multiple myeloma or 
lymphoma. 


Purpura can also be seen secondary to 
thrombocytopenia due to bone marrow infilt- 
ration by leukemia or carcinoma. 


e) Vasculitis: Leucocytoclastic vasculitis as 
seen in Henoch-Schonlein can be associated 
with malignancies. 


It can be a presenting sign in squamous 
cell carcinoma especially that of bronchus. 


Leucocytoclastic vasculitis cag also 


be associated with malignant lymphoma. 


A PAN-like syndrome has been repor- 
ted in association with acute lymphocytic 
leukemia and multiple myeloma. 


* f) Cutaneous Ischemia:- Evidence of compro- 


mised peripheral circulation can be a mar- 
ker for internal malignancy - manifesting as 
Raynaud's phenomenon or frank gangrene. 


Peripheral ischemia has been associated 
with many other malignancies including carci- 
noma of pancreas, stomach, kidneys, ovary, 
small bowel, and as well as lymphomas and 
leukemias. 


Splinter haemorrhages of nail beds may 
suggest underlying vasculitis. 


Cryoglobulinemia associated with multiple 


myeloma or lymphomas may lead to increased 
blood viscosity causing peripheral ischemia. 


о) Thrombophlebitis:- Migratory superficial 
thrombophlebitis more often seen in asso- 
ciation with cancer. This association has 
been recorded in neoplasms of pancreas, 
prostate, lungs, liver, bowel, gall bladder, 
ovary and lymphoma & leukemia. 


Mondor's disease is thrombophlebitis of 
anterior chest wall usually benign but may be 
associated with breast cancer. 


3. Bullous disoroders: 
a) Bullous pemphigoid:- 


There is no significant increased risk of 
malignant tumors in patients with pemphi- 
goid. Isolated reports have shown that in 
some patients with bullous pemphigoid the 
lesions clear when a concomitant tumor is 
treated, indicating a possible causal rela- 
tionship. 

b) Pemphigus vulgaris. (PV). 

PV can be associated with Hodgkin's 
disease and the two can run a parallel 
course. PV can also be associated with 
Kaposi's sarcoma. The relationship of solid 
tumors to PV is less well-defined. The asso- 
ciation of PV with thymoma rather well- 
defined Pemphigus erythematosus erythe- 


matosus may be associated with bronchial 
carcinoma. 


Dermatitis herpetiformis (DH) is asso- 
ciated with intestinal lymphoma (parti- 
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cularly a diffuse histiocytic lymphoma. DH.. 


is associated with gluten sensitivity and the 
presumed etiology of lymphoma is the 
resulting chronic antigenic stimulation. 


c) Herpes gestationis. 


This condition has been described 
in association with hydatiform mole which 
in turn can evolve into Choriocarcinoma. 


d) EMF. 


This is not a specific marker for internal 
malignancy. EMF seems to occur more fre- 
quently with acute leukemia, but whether it 
is due to leukemia or to its treatment is not 
well-defined. 


e) Epidermolysis bullosa acquisita. 


This condition has been associated with 
bronchial cancer and multiple mveloma. 


4. Infections and Infestations: 
a) Herpes Zoster. (HZ) 


The incidence of HZ in patients with 
lymphoma is 10% and even higher with 
Hodgkin's disease. Localised HZ can also 
occur in association with cancer breast. 


Disseminated HZ is commonly asso- 
ciated with underlying malignant disease. 
Any patient with disseminated HZ otherwise 
unexplained should be carefully screened for 
internal malignancy. 


b) Herpes simplex. (HS): 


Typical localised HS is rarely a marker 
for internal cancer, but extensive often chronic 
localised HS, generalised cutaneous HS or 
disseminated systemic HS is commonly associ- 
ated with malignant disease which is often far 
advanced. 


Kaposi’s varicelliform eruption commonly 
‘seen in patients with atopic dermatitis has been 
reported in association with Mycosis fungoides. 

1 
c) Bacterial infections: 


Very uncommon as a skin marker for 


internal malignancy. It is usually associated 
with advanced state of malignancy. 


d) Fungi and yeast: 


Dermatophyte infection of skin is not 
associated with internal malignancy. Excép- 
tions are- epportunistic fungi 


Deep fungal infections with their associ- 
ated skin lesions can be associated with 
internal malignancy. Mucosal candidoses 
usually indicate a severely immunocompro- 
mised state which can be secondary to advan- 
ced malignancy or to chemotherapy. 


е) Scabies: 


Norwegian scabies or crusted scabies 
can be associated with leukemia, lymphoma, 
group of diseases, but can also be seen in 
severely immunocompromised hosts. 


5. Disorders of Keratinization. 
a) Acanthosis nigricans. (AN). 


The malignant type of AN can be asso- 
ciated with APUDomas. (Amine prescursor 
uptake decarboxylase system). AN being 
secondary to peptide production by the 
tumor. Malignant AN frequently remits 
following removal of the tumor. 


b) Acquired Ichthyosis: 


Sudden onset of this condition in an 
adult may indicate an occult malignancy, 
most often lymphoma. Ichthyosis of this type 
has been reported in association with Hodg- 
kin's, mycosis fungoides & lymphomas and 
multiple myeloma. na. 


Other tumors reported in ássociation 
with acquired ichthyosis include cancer of 
breast, cervix, lungs, Kaposi's sarcoma & 
leiomyosarcoma. Follicular hyperkeratosis 
has been reported in association with multi- 
ple myeloma. 


c) Palmar hyperkeratoses: 


Diffuse type (Tylosis): described by 
Howell-Evans in 1958 is reported to be 


м... 
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associated with development of esophageal’ 


carcinoma. 


Punctate type: These patientshave been 
reported to have greater than expected risk 
of cancer of breast, lungs, bladder & colon. 


Some authors, however, even question 
the existence of relationship of punctate 
palmar keratoses and internal cancer. 


d) Erythroderm : 


Universal erythema and scaling of entire 
body skin surface leukemia and lymphomas 
-which include.frequently T-cell type and 
most commonly Sezary syndrome and 
mycosis fungoides. 


Amongst the solid tumors erythroderma 
is assoicated with carcinoma of lung, liver, 
prostate, thyroid, colon, pancreas, and 
stomach. 


e) Para neoplastic acrokeratosis of Bazex : 


Symmetrical dermatoses commonly 
affecting hands, feet, ears, and ndse with 
psoriasiform lesions. The eruptions have a 
bluish hue than psoriasis. Gradually the 
lesions spread to cheeks; elbows; knee and 
central trunk where bullae may be seen. 


Bazex syndrome is associated with 
neoplasia of upper respiratory tract, lungs, 
tongue, and esophagus. Frequently the 
skin lesions predate the other evidence 
of cancer. 


This syndrome should not be confused 
with another Basex syndrome unrelated to 
internal malignancy and which consists 
of follicular atrophoderma, BBC, hypo- 
trichosis, and localised or generalised 
hypohidrosis. 


6. Collagen vascular disease. 


a) Dermatomyositis: can be marker for inter- 


nal neoplasia. World literature reviwed 
by an author indicates that bronchogenic 
carcinoma is the most common tumour asso- 
ciated with dermatomyositis, and carcino- 
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mas of the breast, ovary, cervix and GI 
tract are also reported in a large percentage 
of patients. 


Critical evaluation of reports from 
various authors lead us to infer that adults 
with dermatomyositis but not polymyositis 
should be examined thoroughly for evi- 
dence of associated internal malignancy. 


b) SLE: This condition is only rarely associ- 


ated with internal neoplasm, and associa- 
tion if any was probably fortuitous. It 
appears that SLE seems to be associated 
with thymomas & lymphomas. The exact 
incidence and types of lymphoma associ- 
ated with SLE have not been defined but 
the association is probably real. SLE may 
precede, coincide or follow the first evi- 
dence of the lymphoma. 


c) Progressive systemic sclerosis. (PSS): 


This condition is not commonly associ- 
ated with internal malignancy. The only 
tumor found to be consistently associated 
with PSS is carcinoma of lungs-the associa- 
tion is most likely the cancer developing 
secondary to chronic pulmonary fibrosis. 
Sclerodermatous skin changes have been 
reported with carcinoid syndrome and 
myeloma. 


7. Skin tumors & internal malignancies: 


a) Muir-Torre syndrome:- Essential features 


are sebaceous tumors, with or without 
keratoacanthoma, in association with 
visceral neoplasms multiple in nature-in- 
volving colon, GI tract, as well as tumors 
of larynx & endometrium. This syndrome 
appears to be an autosomal dominant 
inheritance. 


b) Gardner’s syndrome:- Essential features 


are intestinal polyposis with a high rate of 
malignant transformation, epidermoid cysts, 
in face scalp & trunk, osteomas of maxillae, 
mandible, & cranial bones, fibromas, der- 
moids, & other fibrous tumors of skin & 
subcutis. 
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Condition is inherited as an autosomal: 
dominant trait. Sometimes overlap of 
features of Gardner's syndrome and Nae- 
void basal cell carcinoma syndrome may 
occur. 


c) Cowden’s disease. (Multiple Hamartoma 
syndrome): 


Inherited as an autosomal dominant 
trait. These patients have increased risk 
of breast and thyroid cancer. There may be 
increased risk of GI tract malignancy. Squa- 
mous cell carcinoma of tongue & BCC have 
been reported. 


d) Mucosal neuroma syndrome:- Probably 
a variant of multiple endocrine neoplasia. 
The typical features include oral, nasal, 
upper GI tract, and conjunctival neuromas 
associated with medullary thyroid carci- 
noma and pheochromocytoma. The appea- 
rance of the neuromas usually precedes 
the development of cancer. 


е) Neurofibromatosis: May be associated 
most commonly with malignant Schwanoma 
(29%). Other tumors include fibrosarcoma, 
rhabdomyosarcoma, nephroblastoma, 
acute & chronic myelogenous leukemia. 
There is an increased risk of ocular mela- 
noma though not of cutaneous melanomas. 


8. Hormone related conditions: 


Malignant tumors may release hormones 
into the circulation and such hormones can 
produce skin lesions. Hirsutism due to incre- 
ased circulating androgens can occur with 
testicular or ovarian tumors. Non-androgen- 
related hair increase can appear as hyper- 
trichosis lanuginosa acquisita secondary to 
internal malignancy. 


Gynaecomastia in males can occur secon- 
dary to tumors in testes or lungs. 


Female patients with severe acne show an 
apparent increase in the incidence of breast 
cancer-patients with breast cancer have increa- 
sed sebum production. 


9. Disorders associated with primary skin 
cancers: 


a) Naevoid BCC syndrome. Consists of multi- 


ple nevoid BCC, jaw cysts, skeletal abnor- 
malities, and a tendency to malignant 
disease. The most common malignant 
tumor is medulloblastoma. Fibrosarcoma 
and carcinoma of maxillary antrum have 
been reported with this syndrome. 


b) Arsenical intoxication: Chronic toxicity 
can manifest with melanosis, palmo-plantar 
keratoses, and Bowen’s disease. There 
appears to bé an increased risk of internal 
neoplasia. It has been estimated that 
approximately one third of patients with 
Bowen’s disease develop internal malig- 
nancy 6 to 10 years after the initial diagno- 
sis Of Bowen’s. The malignancies have 
included tumors of urogenital region, 
mouth, esophagus and lungs. 


10. Various disorders associated with internal 
malignancies: 

a) Pruritus: 
A non-specific marker, but when associated 
with neoplasm it is generalised usually. 
Commonly associated with leukemias & 
lymphomas. The severity of pruritus tends 
to parallel the course of the disease, severe 
pruritus heralding a poor prognosis. 
Severe pruritus can be a feature of myeloma. 

Pruritus associated with visceral neo- 

plasia is most commonly encountered in 
pancreatic and stomach tumors. 


Renal and liver tumors both primary 
and metastatic can cause pruritus. 


Severe pruritus of nostrils may be a 
marker for a CNS tumor. Itch can also be 
a feature of specific tumor infiltrates in 
skin, but in this case the skin does not 
usually appear normal. : 


b) Erythema Gyratum Repens: 


Causes an erythematous ‘wood grain’ 
pattern over body skin surface. Almost 
all patients with this lesion have an internal 
neoplasm. Removal of the tumor results 
in complete resolution of the skin lesions, 
within 6 weeks. . 


с) Subcutaneous fat necrosis: 


May be a cutaneous marker for acinar 
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e) Hypertrichosis 


cell carcinoma of pancreas. The skin lesions , ` 


are secondary to the effects of increased 
serum levels of lipase, amylase; or trypsin 
on the subcutaneous fat. 


d) Sweet's syndrome: 


This condition is also known as acute 
febrile neutrophilic dermatoses manifesting 
as painful red nodules and plaques any- 
where on the skin, commonly face and 
extremities. Lesions resemble pyoderma 
gangrenosum. Associated with arthritis, 
conjunctivitis and episcleritis. 


Sweet's syndrome is commonly associ- 
ated with leukemia - most often myelo- 
cytic and mycelomonocytic leukemia. 


Amongst the solid tumors seen in 
associated with this syndrome are, adeno- 
carcinoma and embryonal carcinoma of 
testes. 


lanuginosa acquisita. 


(HLA): 


HLA - is an acquired excessive growth 
of lanugo (vellus) hair. 


Occurs secondary to a malignant tumor 
-usually abrupt in its onset and is rapidly 
progressive. Tumors reported in associat- 
ion with HLA include tumors of colon, 
carcinoid tumors, tumors of rectum, blad- 
der, lung, pancreas, gallbladder, uterus, 
breast & lymphoma - the excess hair growth 
is presumably due to a circulating factor 
produced by the tumor, Most of APUD 
group tumors are capable of producing 
HLA. 


Necrolytic migratory erythema. (NME): 


This is a marker for an alpha-2-gluca- 
gon-producing islet cell tumor of pancreas, 
manifested by erythema, vesicles, pustules, 
bullae & erosions which typically involve 
face, and intertrigenous areas. The erup- 
tiogs can also involve shins, ankles and 
feet. 


Most patients with NME have a pan- 
creatic tumor of the glucagon-producing 
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type and resection of tumors clears the 
eruptions in 2 to 3 days. It is postulated 
that the skin lesions are secondary to low 
levels serum amino acids & not due to 
elevated glucagon levels. 


g) Clubbing: 


Soft tissue enlargement of tips of fingers 
and toes associated with neoplasms, of 
lungs. 5 to 10% of patients with broncho- 
genic carcinoma develop clubbing, This 
can occur in lymphomas as well. 


However it should be emphasised that 
clubbing can occur secondary to any chronic 
pulmonary disease & other conditions such 
as pachydermoperiostosis or hypertrophic 
osteoarthropathy and also in healthy people. 


h) Leukoderma (Vitiligo): 


j) 


Usually unassociated with malignant 
disease, but has been reported in associa- 
tion with thyroid carcinoma & malignant 
melanoma & ocular melanoma. 


Peutz-Jeghers syndrome: 


Cutaneous and mucosal hyperpigment- 
ation associated with GI tract polyposis 
which develop into duodenal carcinoma. 
It is inherited as an autosomal dominant 
trait. First described by Hutchinson in 1900. 


Tuberous sclerosis: 


Can be associated with tumors of many 
organ systems-mostly hamartomas and 
some of these-become malignant. (probablv 
no more than 5%). 


k) Wiskott-Aldrich syndrome: 


l) 


Associated with development of malig- 
nancies, preponderance being of the 
lymphoreticular system. Tumors have 
included reticulum cell sarcoma, leukemia, 
leiomyosarcoma айа astrocytoma. 


Multiple eruptive seborrheic keratoses: 


Leser-Trelat sign - multiple eruptive 
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seborrheic keratoses in association with ° | 


multiple internal malignancies. The tumors 
have included of the stomach, prostate, 
colon, lungs as well as lymphomas. 


m) Porphyria cutanea tarda: (PCT): V): 


PCT has been associated with develop- 
ment of malignant tumors predominantly 
of liver. PCT can predate or antedate the 
apparent development of primary liver 
tumor. PCT has also been reported with 
lymphoma in some patients with normal 
liver. 


11. Other syndromes with skin manifestations 


and a cancer association: 


a) Direct tumor involvement of the skin: 


i) Solid tumors. 

Metastatic involvement of the skin from a 
distant primary tumor is unquestionably a 
marker for internal malignancy. Breast 
cancers metastasize to the anterior chest wall. 
Even more uncommon is the leather-like skin 
change known as carcinoma-en-cuirasse. 


Other tumors which commonly meta- 
Stasize to the skin include, malignant mela- 
noma, lung tumors and tumors of stomach, 
kindey, and ovary. Metastases from renal 
and thyroid carcinomas may be pulsatile 
and may have a bruit. Generally cutaneous 
metastases heralds a poor prognosis. 

* 


* * 


ii) Lymphoma - Leukemia: 


Involvement of skin is quite common in 
T-cell lymphomas. Mycosis fungoides & 
Sezary syndrome are heralded by skin 
lesions. T-cell leukemia frequently manifest 
as erythroderma. Alopecia, and Alopecia 
mucinosa can be caused by lymphomas. 


B-cell lymphomas - Hodgkin’s being 
the most common manifest with papulels, 
nodules and nodules with ulceration, which 
may form arcuate lesions. 


Lymphocytic & monocytic or myelo- 
monocytic leukemias commonly cause skin 
infiltrations and sometimes cause leonine 
facies. 


iii. Paget's disease: 


Manifests as an eczematous scaling 
lesion of the nipple as a marker for ductal 
carcinoma of breast. Extramammary 
Paget's occuring in anogenital skin is asso- 
ciated with underlying adenocarcinoma, 
of apocrine, eccrine weat gland origin or 
from the rectum or urethra. 


iv. Histiocytosis-: 


Seborrheic dermattis like lesions but 
haemorrhagic in nature occuring in Letter- 
er-Siwe disease, and xanthomas of skin 
may be manifestation of this group of dis- 
orders. 


* * 


Some Caveats & principles 


с o 


Beware of the news media 


teen 


NO" DE of 


Read advertisements carefully 


Q. Assess carefully the peer literature 
h 


s... 


Ask the right questions 


Technology is not an end to itself 


A parmacologic effect is not a surrogate for a clinical benefit 


Beware of the term “It is not the standard of practice” 


Just because a procedure can be done does not mean it should be done... 


(Hawaii Medical Journal Vol. 47, Nov. 88) 
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Role of Medical Genetics in obstetric practice. 


Venkataraman P., Jagatheesan T., Prema Lakshminarayana 


Advances is Medical Genetics is having a 
major impact on many aspects of Medicine. 
Obstertricians must be aware of the role of 
Genetics in reproductive failure, spontaneous 
abortion and congenital anomalies. The 
availability of antenatal diagnostic techniques 
makes it obligatory for obstertricians to appre- 
ciate the heritability of many disorders as well 
as their potential for diagonsis in utero. 


The rapidity and intensity with which 
Medical Genetics has developed and has 
come to influence the speciality of obstertrics 
& Gynaecology is remarkable. This growth is 
mirrored in the numerical status of genetic 
nosology over the last two decades, the list 
of inherited traits in Mendelian fashion in 
humans has increased ten fold over the past 
twenty years.! 


Many genetic disorders can be considered, 
"Post antibiotic diseases". Because most of 
the affected individuals would not have survi- 
ved long in the pre antibiotic era and or their 
disorders were such that they would not be 
recognised as distinctive in the midst of a 
great mass of infectious disease that carried 
a high mortality. 


The aim of this article is an effort to illust- 
rate the more common genetic disorders in 
the obstetric practice. This is also to emphasize 
a conceptual apparoach to problems encounte- 
red in clinical genetics and genetic counselling. 


Dr. Venkataraman P., M.D.D.CH.. 
Asst. Professor, 


Dr. Jagadeesan T., M.D. (Paed) M. Sc. (Biomedical Genetics), 
Asst. Professor, 


The Department of Medical Genetics was 
created in 1984 at Madras Medical College. 
A total number of 392 patients had registered 
in the Genetic clinic of the Institute of obste- 
trics and Gynaecology, Egmore, Madras over 
a period of 3 years from 1986. 


Table I 


Distribution of cases among the total. 


SI. Clinical Diagnosis Number of 
No. cases. 
1. Primary Amenorrhoea 170 
2. Badobstetric history 145 
3. Sterility 22 
4. Syndromes 18 
5. Shortstature 13 
6. Hypogonadism 7 
7. Ambiguous genitalia 5 
8. Retinitis pigmentosa 2 
9. Mental retardation 1 
10. Fanconi anaemia Ейч. 
11. Miscellaneous 4 
a. Hirsutsim 1 
b. Elderly couple for 
genetic counselling 2 
c. Spinocerebellar 
degeneration. 1 
Table II 


Distribution of cases among bad obstetric history 
Total No. of cases 145 


Dr. Prema Lakshminarayana, M.D.. D. CH. 1. Neural tube defects 3 
Reader, 2. Recurrent abortions 29 
Department of Medical Genetics, 3. Multiple malformations 17 
Madras Medical College, 4. Mentalretardation 7 
Madras - 600 003. 5. Downs syndrome uM 

6. Prematurity 6 
Specially contributed to “The Antiseptic” 7. Vesicular mole 6 
Vol. 86 (12); P^ 662-4 , 8. Still births 5 
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9. Recurrent intrauterine death i 

10. Early Neonatal death of unknown 
etiology 

11. Ambiguous genitalia 

12. Cerebral palsy 

13. Arthrogryphosis multiplex 
congenita 

14. Congenetical heart diseases 

15. Cleftlip and palate 

16. Omphalocele А 

17. Achondroplasia 

18. Albinism 

19. Hydrocephalus 

20. Osteogenesisimperfecta 

2]. Rhisoimmunisation 

22. Thalassemia 

23. Turners syndrome 

24. Analatresia 

25. Oesophagealatresia 

26. Microcephaly 

27. Phoecomelia 

28. Craniostenosis 

29. Diaphragmatic hernia 


+ U чө 
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Table III 
Distribution of cases among “SYNDROMES” 


Total No. of cases: 18 


1. Klinfelters syndrome 

2. Downs syndrome 

3. Laurence-Moon-Biedl syndrome 
4. Turners syndrome 

5. Trisomy 18 

6. Marfans syndrome 


i ке NM CA N 


Thus , progressively through the 20th cen- 
tury, congenital and/or hereditary disorders 
and genetic factors acquired increasing rela- 
tive importance because of the conquest of 
many forms of nutritional and infectious 
diseases. There is no sharp division between 
genetic and non genetic disorders. Health 
professionals in all fields must be Geneticists 
to some extent and the role of genetic coun- 
sellor is an intrinsic part of any health care 
delivery system. 


' Advocating one family one child norm as 


the accepted way of life, it is mandatory on the 


part of every obstetrician to evaluate each 
couple thoroughly, to screen them for any 
possible single gene disorders, chromosomal 
disorders and Polygenic disoroders even 
before pregnancy. 


Clinical situations in obstetrics & gynaeco- 
logical practice that call for genetic study:- 


1) Abnormal sexual differentiation; including 
failure óf development of secondary sexual 
characters: 


With advances in genetics, it is apparent 
that there are many more disorders of sexual 
differentiation than previously suspected. In 
clinical practice it is preferable to place an 
affected individual initially into one of several 
broad categories that can be recognised readily 
on the basis of chromosomal complement 
and gonadal status. 


2. Primary amenorrhoea: 

Individuals with gonadal dysgenesis often 
present clinically with primary amenorrhoea. 
They have streak gonads, usually associated 
with monosomy for the X-chromosome (45,x) 
or structural abnormalities of the sex chromo- 
somes. Occasionally individuals with apparently 
normal male (46, xy) or female (46, xx) chromo 
somal complements have gonadal dysgenesis. 
Affected individuals lack germ cells and at 
puberty show hypogonadism. 


3. Infertility: 


Numerical and structural chromosomal 
aberrations predisposes to infertility in a 
considerable pproportion of cases. 


4. Spontaneous Abortion & Fetal wastage: 


Many causes for spontaneous abortions 
have been postulated. In the past, hormonal 
imbalance, maternal over exertion and expo- 
sure to exogenous factors were considered the 
principal causes. However, chromosomal 
aberrations are now known to be associated 
with atleast 50 percent of first trimester spon- 
taneous abortions.? 

5. Previous child with congenital malforma- 
tions: 


From numerous surveys during the past 
30 years, the present concensus has emerged 


ee 
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that approximately 3% of new born children . 


are affected by significant congenital mal- 
formations^. The etiological agents could be 


(1) Specific teratogenic agents (8-10%) 

(2) Momogenic (15-25%) 

(3) Chromosomal (15-28%) and 

(4) Unknow (including ^ multifactorial) 
40-60% 


6. Pelvic Cancer: 


In addition to epidemiological factors 
(eg. estrogens) that are well known to gynae- 
cologists, heritable factors are involved in 
the etiology of carcinoma of the endome- 
trium. Uterine adenocarcinoma results from 
an autosomal dominant gene of decreased 
penetrance. 


7. Consanguineous parents: 


Parental consanguinity is the etiological 
factor in many of the recessively inherited 
disorders also in inherited metabolic disorders. 


8. Recurrent Vesicular mole: 


Consanguineous marriage and structural 
chromosomal abnormalities predispose to re- 
current molar pregnancy. 


9. Advanced parenthood: 


Predisposes to certain genetic and/or chro- 
mosomal disorders in the offspring. 
* 


* * 


Genetic clinics seek to reduce the finan- 
cial burden of handicapping genetic disorders, 
on the society through routine screening and 
counselling programmes. Real financial sav- 
ings may be considerable by way of genetic 
counselling not only rare families are allevia- 
ted of the suffering imposed by such disorders 
and the devastating costs of caring for affected 
individuals, but the costs can be evenly spread 
across the entise society. obstetricians & gy- 
naecologists who are aware of this informa- 
tion, should feel comfortable in handling most 
genetic problems that arise in clinical practice. 
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Treating young men uith hoir loss 


The most recent treatment is minoxidil lotion after about six months of twice daily for 
male baldness. With daily applications one in 10 men are satisfied with the growth of 
hair, though observers may not be so convinced. Users are advised to abandon tretment 
after a year if there is insufficient regrowth. On stopping treatment all the new hair falls 
out, so once started treatment needs to be continued for life. 


€xcept for the few who consider ample scalp hair essential for their work or self 
esteem, young men are best advised to come to terms with their hair loss. Time spent on 
reassuring patients that their natural hair loss is not the social diaster that they believe 
and on explaining the problems and cost of treatments is well worth while it may save the 


patient much trouble anxiety, and money. 


(B.MJ. Vol. 298 Apr. 89) 
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Effect of gemfibrozil on hyperlipidemia in non- 


insulin dependent diabetes mellitus 

Seshiah.V., Ranga Rao.K.V., Asha N. Rathi., Venkataraman.S., 
Hariharan R.S., Madhavan.R., Sundaram A., Seshasainam.C.M., 
Manjula.N., .»., Madhavan.R., Seshasainam.C.M., Manjula.N., 


Introduction 


Alternations in lipid levels with increased prevalence of dyslipi- 
demias have been frequently encountered among diabetic subjects. The 
risk for macrovascular disease (Ischemic heart disease, cerebrovascular 
disease and peripheral vascular disease) is higher in diabetic compared 
to non diabetic subjects. Hence, it is imperative that the levels of various 
lipid parameters are adequately normalised with drugs and/or diet regu- 
lation. 


Gemfibrozil lowers elevated plasma levels of triglycerides and choles- 
terol with average reduction in triglyceride of about 40 to 4596 and in 
cholesterol levels of about 2 to 9% in different types of hyperlipidemias. 
In the present study conducted at the Department of Diabetology, 
Madras Medical College and Government General Hospital, Madras, 
the efficacy of Gemfibrozil on hyperlipidemia in subjects with NIDDM 


was analysed. 


Materials and Methods: 


A total of 40 subjects comprising of 18 
males with a mean age 44.65 + 3.3 (S.E) years 
. and 22 females with a mean age 48.09 + 1. 56 
(S.E) years were included in the study after 
obtaining written consent, with the details of 
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the study having been explained. It was an 
open-label uncontrolled study. During the 
wash-out period of 4 weeks the patients were 
maintained on Meal Plan and Placebo alone 
(two capsules of placebo identical in appea- 
rance to the study drug were administered 
single blind twice daily at meal time). The 
meal plan recommended to the subjects took 
into consideration the body weight and the 
activity of the subjects. After the wash-out 
period, the subjects received 1,200 mg. of 
Gemfibrozil (Capsules of 300 mg. each) in two 
divided doses at meal time for a period of 
12 weeks. Subjects with satisfactory response 
at 12 weeks were continued with their willing- 
ness for a similar period of another 12 weeks 
the criteria of satisfactory response being 
either one or more of the flollowing viz., a 
10% reduction in total cholesterol, 1096 rise 
in HDL-cholesterol and a 20% reduction in 
total triglycerides. Altogether, 23 subjects 
completed the trial duration of 24 weeks satis- 
factorily. 


The 40 subjects were well-controlled 
subjects of NIDDM (Fasting blood sugar less 
than 120 mg%) with hyperlipidemia of Type 
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IIa (2 subjects), Type IIb (16 subjects) and 
Type IV (22 subjects). A plasma leve! of total 
cholesterol exceeding 275 mgm% and/or total 
triglycerides exceeding 175 mg% were taken as 
{һе base line values for recruitment. 


During the trial at entry, after 4 weeks of 
placebo with diet therapy, 4 weeks, 8 weeks, 
12 weeks and 24 weeks after starting Gemfi- 
brozil,the haemogram, routine blood chemis- 
try (Blood glucose, blood urea nitrogen, serum 
creatinine), tests of liver function (SGOT, 
SGPT, Serum bilirubin, Serum alkaline phos- 
phatase), Serum uric acid and CPK were car- 
ried out. The lipid parameters analysed were 


“total cholesterol (CHOD - PAP method - 


Enzymatic calorimetric method)’, trigly- 
cerides (GPO - PAP method)", HDL - choles- 
terol (Modified method of Burstein etal.)°, 
LDL - cholesterol (calculated)*, VLDL - 
triglyceride (Duel precipitation method of 
Ononogby and Lewis - 1976 and measurement 
by the method of Foster and Dunn - 1973), 
Apoprotein and Apoprotein B (Radial immuno 
diffusion method using antiserafor APO A 
and APO B by Mancini technique). 

Results: 


The haemogram, tests of liver and renal 
function and other biochemical parameters 
at 0, 12 and 24 weeks are tabulated in Table-I 


Table - 1 


Haemogram and Biochemical Parameters Before and After Gemfibrozil Treatment 





Parameters 0 Week 12 Weeks 24 Weeks 
n = 40 п = 36 п = 23 
Haemogram (gm/dl) 13.21+ 0.19 13.30+ 0.18 13.28+ 0.16 
WBC Count (cells/cu.mm) 8429.20 + 141.31 8801.94 + 10.576 8662.61 + 140.55 
Haematocrit(% ) 40.70+ 0.44 41.47+ 0.32 41.74+ 0.34 
Blood Sugar (Fasting) mg% 114.42+ 249 118.33+ 2.87 124.96+ 2.87 
BUN (mg%) 11.82+ 0.36 11.27+ 0.78 11.37 =Й] 
S. Creatinine (mg% ) 0.80+ 0.01 0.79 + 0.01 0.803 0.01 
$.G.O.T. (IU/L) 29.41+ 0.47 29.74+ 0.42 29.78+ 0.66 
S.G.P.T. (IU/L) 24.02+ 0.31 24.76+ 0.41 23.17+ 0:55 
S. Bilitubin(mg% ) 0.68+ 0.01 0.67+ 0.02 0.67+ 0.01 
S. A.P. (IU/L) 42.08+ 1.47 45.04+ 1.17 43.39+ 1.26 
Uric Acid (mg%) 3.84+ 0.10 3.74+ 0.07 3.84+ 0.07 
CPK (IU/L) 11.34+ 0.27 11.33+ 0.16 11.28+ 0.18 


| The various lipid fractions of the 23 subjects who satisfactorily completed 24 weeks of the trial are 
given in Tables 2A & B. 
| Table 2A 


Effect of Gemfibrozil on hyperlipidemia in non-insulin dependent Diabetes mellitus ; 
(Date are Mean + S.E.M.) 








Paremeters After Placebo Period after start of therapy 

'0' week 4 weeks 8 Weeks 12 weeks 24 weeks 
Total Cholesterol (mg% ) 245.9-10.46 1865+ 9.53 169.5+ 7.44 160.6+ 7.06*** 156.0 + 6.86 (NS) 
Total triglyceridies (mg% ) 390.74 44.73  225.8t272 168.5+ 13.37 146.04 12.09*** 132.0 9,81* 
VLDL triglycerides (mg%) 205.0+ 33.94 -1165+13.22 90.8412.34 711+ 8.38*** 55.147.59*** 
LDL Cholesterol (mg% ) 1439-1119 1008+ 8.89 85.5+ 672 77.4+ 5.71*** 73.2+5.71(NS) 
HDL Cholesterol(mg% ) 46.5+ 1.11 50.0 1.24 530+ 124 563+ 1.11*** 56.5+1.0°(NS) 
Apoprotein А (те?) 133.2+ 3.03 - - 154,8 + 3.45*** 164.843.22*** 
Apoprotein В (mg%) 112.3+ 5.29 91.9+ 3.84*** 82213.54 


п = 23: paired ‘t’ test comparisons between ‘0’ vs 12 weeks and 12 vs 24 weeks 
*** p < 0.001 * p < 0.05: N.S. = not significant 
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Table - 2B 


Effect of Gemfibrozil on Hyperlipidemia in Non-Insulin Dependant Diabetes Mellitus 
(Data are mean + S.E.M) 


————————————————————— À— N O 


Parameters After Placebo 
24weeks 0 week 
EES SG Р 7 ЖУРТЫ ЭБ д SES ul ul S e aae o MTM 
Total Cholesterol (mg96) 245.9 + 10.46 166.0 + 6.86 *** 
Total triglycerides (mg% ) 390.7 + 44.78 132.0 + 9.81 *** 
VLDL triglycerides (mg%) 205.0 + 33.94 99.1% 7.507% * 
LDL cholesterol (mg%) 143.9 + 11.19 713,2: SEL 38 
HDL Cholesterol (mg%) 46.5+ 1.11 56.5100. .*** 
Apoprotein A (mg%) 133.2+ 3.03 164.8 + 3.22 *** 
Apoprotein B (mg%) 112.3: 5.29 R22 38a 7 
et eae |i.» Oe E ee РИА 
n = 23 *** p 0.001 


It will be observed that there was significant of hyperlipidemia and the percentage changes 
reduction of total cholesterol, total triglyce- with Gemfibrozil therapy are given in Table 3. 
rides, VLDL-triglycerides and apoprotein B д; will be observed the maximum beneficial 
concentration (p < 0.0001) while the elevat- effect of Gemfibrozil was seen in patients 


ion in HDL-cholesterol and apoprotein A with type IIb and Type IV hyperlipidemia with 


concentration was also statistically significant marked reduction in total triglyceride and 
< 0. f - 
Due ЮВЕ end of T2-eeks of Gem VLDL-triglyceride ^ concentration. Тһе 


fibrozil treatment compared to the placebo deri | 
period. Eventhough the improvement in reduction in serum total cholesterol concent- 


lipid parameters continued to show a satis- Tation in all the three types of hyperlipidemia 
factory response on prolonging the treatment has been fairly constant. However, the per- 
of Gemfibrozil therapy upto24 weeks, onlythe centage reduction in cholesterol in subjects 
reduction in total triglycerides (p<0.05%) ^ with Type IIb hyperlipidemia has been maxi- 
VLDL-triglycerides (р < 0.001) and the mum compared to the other types. The per- 
changes in Apo A and Apo B concentration centage reduction in LDL-cholesterol has 
(р < 0.001) were statistically significant com- heen greater than the observed reduction in 


pared to the values at 12 weeks. total cholesterol, this could be explained by 
The alteration in the various lipid frac- the effect of Gemfibrozil significantly eleva- 
tions among the subjects with the three types — ting the HDL-cholesterol concentration. 


Table - 3 


Lipid Changes in subjects with type IIa Hyperlipidameia with Gemfibrozil * 
ona er HMM COBMCUSMENT NN RN oer ver 
Parameters ‘0’ Week 12Weeks % Change  24Weeks % Change 
n=2(mg%)  n-l(mg?o) n = 1(mg%) 


Total Cholesterol 305.50 + 22.50 210.00+0.00 – 31.26 203.00+0.00 —33.55 
Total trglycerides 172.00+ 2.00 117.00+0.00 —31.98 128.00+0.00.  — 25.58 
VLDL triglycerides 73.50+ 9.50  56.00+0.00 – 23.81 60.00+0.00 – 18.37 
LDL Cholesterol 222.00 + 22.00 127.00+0.00 – 42.79 119.00+0.00 – 46.40 


HDL Cholesterol 49.00+ 0.00 — 60.003 0.00 +22.45 58.00+0.00 418.37 
Apoprotein A 127.00 + 23.00 165.00+0.00 +2972 160.00+0.00 —-- 25.98 
Apoprotein B 103.50 + 25.50 98.00+0.00 — 5.31  90.00-0.00 – 13:04 


ановини е а а —à € M M S E СГ 
Data shown are mean + S.E.M. | \ | 
: 


Vol. 86 No. 12— THE ANTISEPTIC 667 


cUm r 


x 


Table - 4 
Lipid changes in subjects with type IIb hyperlipidameia after Gemfibrozil 


а А ———————_—__—__——————4 








Parameters ‘0’ Week  12Weeks 96 Change  24Weeks % Change 
n=16(mg%) n=14(mg%) n=9(mg%) 
Total Cholesterol 264.62 + 11.86 165.30+ 7.75 —37.53 158.22+10.40 —40.21 
Total triglycerdies 359.00 + 36.58 152.86 +17.85 -57.42 113.56+ 13.76 — 68.37 
VLDLtriglycerdies 186.94 + 23.56 70.79+10.71 - 62.13 43.33+ 5.46 — 76.82 
LDL Cholesterol 162.98+10.46 81.69+ 5.74 – 49.88 80.133 8.45 – 50.83 
HDL Cholesterol 45.16 1.50 53.43+ 1.74 +1830 56.00+ 1.34 +24.00 
Apoprotein A 140.19+ 3.11 156.21+ 431 +11.43 165.00- 7.13 +1770 
Apoprotein B 114.62 6.01 93.50+ 4.62 -18.43 81.11+ 5.98 -— 29.24 
* Data shown are mean + S.E.M. 
Table - 5 
Lipid changes in subjects with type IV hyperlipidameia after Gemfibrozil * 
omui ECRIRE UE CUN TATITUT m a e 
Parameters ‘0’ Week 12Weeks % Change  24Weeks % Change 
n=22(mg%) n=21(mg%) n = 13(mg%) 
o ада Hr io lle EES a A EE ESE EEES E VL Ur Е am 
Total Cholesterol э! 229.23 + 9.35 16724+ 7.21 -27.04 154.38+ 9.78 -32.65 
Total triglycerides 25 402.91 + 48.83 168.003 16.21 — 58.30 144.92 +13.47 -— 64.03 
VLDL triglyceridesies 226.09 + 38.87 81.19 = 9.42 – 64.00 63.31+ 12.30 – 72.00 
LDL Cholesterol 123.10+ 9.68 79.54+ 6.07 – 35.38 69.85+ 8.22 – 43.26 
Нр Cholesterol 45.64+ 1.10 55.76+ 120 +22.19 57.38+ 140 +25.74 
Apoprotein А 132.59+ 3.62 151.95 + 2.87 +14.60 164.233 3.68 + 23.86 
Apoprotein B 109.07 4.92 9148+ 3.75 -1629 83.60+ 4.75 —24.04 
CJ MID SAS ON NS Sen neler) Ser! EN 0 16 Ho LS RUM TORIO 
* Data shown are mean + S.E.M. 
Table - 6 
Lipid changes in subjects with hyperlipidameia and Non-Insulin - 
dependent diabetes Mellitus with Gemfibrozil* 
Sl a ag i СТЕ ЧРИ РТ с к шаги 
Parameters '0 Week 12Weeks %Change 24Weeks % Change 
n=10(mg%) n=36(mg%) n = 23 (mg?6) 
ITI IRRRU nai г. Г аарц E S00 а. E TRU in e 
Total Cholesterol 247.20 + 7.76 167.67+ 5.24 - 32.17 158.00+7.02  — 96.08 
Total triglycerides 373.80 + 31.28 160.69+11.69 —57.001 131.91+9.66 – 64.71 
VLDL triglycerides 202.80+ 23.76 76.44+ 687 -62.31 55.35+7.43 -72.71 
LDL Cholesterol 144.00+ 7.90 81.69+ 433 -4327 76.0145.99 —47.22 
HDL Cholesterol 45.61] € 0.85 54.97+ 0.98 +2051 56.87+0.94 +24.67 
Apoprotein A 135.35 + 3.72 153.97* 2.38 +1376 164.32+3.28 +2140 
Apoprotein B 111.42 3.72 92.44+ 2.79 -16.8t 82.57+349 -25.70 
A115 SEY бус. л UOTE PREPARES SLT EUM a ты UNT C T RR EE 
* Data shown are mean + S.E.M. 
Eve re a 
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None of the subjects experienced any 
troublesome side effects. As already pointed 
out, the blood chemistry, haemogram tests 
of liver and renal function remained normal 
at he end of 24 weeks of the drug therapy, 
assuring the of the drug. 


All the statistical analysis have been carried 
out with the paired’s test, with comparisons 
between 0 Vs 12 weeks and 12 Vs 24 weeks. 


Discussion: 


The atherogenic potential of altered lipid 
status especially an increased LDL-cholesterol 
with a reduction in HDL-cholesterol has been 
well appreciated and the drug and dietary 
treatment of hyperlipidemias have been 
directed towards reversing those metabolic 
abnormalities to as close to normal levels as 
possible. In the heterozygous subjects with 
familial hypercholesterolemia, CAD appears 
approximately 10 years earlier than in general 
population?. Likewise, the marked increased 
risk of arteriosclerotic vascular disease in 
subjects with familial combined hyperlipi- 
demia is also recognised". 


The present study reiterates the observa- 
tion that Gemfibrozil is an effective lipid 
lowering agent. While the previous studies 
have been on the effect of Gemfibrozil in the 
treatment of dyslipidemias? and in hyper- 
lipidemia in survivors of myocardial infarction? 
a planned study on the effect of the drug on 
the lipid status of Indian diabetic subjects 
has not been carried out so far. In our present 
study in subjects of NIDDM with hyperlipi- 
demia the efficacy of Gemfibrozil in lowering 
triglyceride concentration has been well 
appreciated. The total cholesterol and LDL- 
cholesterol levels were significantly reduced 
while there was an appreciable rise of HDL- 
cholesterol concentration. Other studies 
conducted among diabetic subjects with dys- 
lipidemia have established that the effect of 
Gemfibrozil is similar in degree to those seen 
in non-diabetic patients with dysplipidemia. 
Gemfibrozil by reducing the incorporation 
of long chain fatty acid into newly formed 
triglycerides is able to exert a more favourable 
response with respect to reduction in triglyce- 
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ride level - significant effect even at 24 weeks 


of the drug therapy compared to the 0 value 
(p « 0.05). It may be pointed out here that 
in subjects with Type Па hyperlipidemia, 
the mean total triglyceride level before Gem- 
fibrozil therapy was 172.00 + 0.00 (S.E) mg% 
while after 12 weeks and 24 weeks of the trial, 
the values were 117.00 + 0.00 mg% and 
128.00 + 0.00 mg% respectively. Thus even 
the triglyceride levels which were only the 
upper normal range showed a reduction of 
about 32% at 12 weeks of Gemfibrozil treat- 
ment, acknowledging the potent triglyceride 
lowering effect of this agent. The LDL-lower- 
ing effect of Gemfibrozil is comparable to 
that of clofibrate. In addition, Gemfibrozil 
has got the advantage of significantly greater 
effect on VLDL reduction and HDL rise, so 
that it would be regarded as a true lipid modu- 
lating agent rather than a lipid lowering agent. 
It is not surprising that Gemfibrozil with its 
ability to reduce total cholesterol and LDL 
cholesterol and increase HDL-cholesterol 
was able to confer substantial protection 
against sustaining myocardial infarction 
occurence of M.I. among treated subjects 
was 70% less than anticipated?. The role of 
a high HDL level as a protective mechanism 
in CAD has been observed. According to the 
Helsinky Heart study!?, the cumulative 5-year 
cardiac end point rate was 27.3 Vs 41.4 per 
1000 for the Gemfibrozil and placebo groups 
respectively. This difference between the 
groups was highly significant (p « 0.02), and 
became evident in the second year and conti- 
nues throughout the sutdy. 


The concentration of HDL apoprotein 
(Apo A) increased during Gemfibrozil therapy 
significantly. The assembly and secretion of 
chylo-micron and VLDL require apoprotein 
B". A significant reduction in Apo B concent- 
ration with drug therapy has been observed in 
the present study. The beneficial effect on 
the concentration of apoproteins observed 
at 12 weeks (p« 0.001) persisted upto 24 weeks 
on continuation of the drug (p « 0.001). Bor- 
resen et al.’*.have established that of the 
various subfractions of Apo A, Gemfibrozil 
had a favourable effect on Apo A1 and Apo 
A2 that were bound with HDL, while the 
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concentration of free Apo Al, binding a small — ' 
fraction of lipids, was not altered.  . 


The present study has already re-affirmed 


the efficiency and safety of Gemfibrozil as a 
lipid modulator in hyperlipidemia states. This 
study is unique in that the efficacy of the drug 


in 


hyperlipidemic states of subjects with 


NIDDM have been highlighted. 


Summary: 


The lipid modulating effect of Gemfibrozil 


was studied in 40 subjects of NIDDM with 
good glycemic control and hyperlipidemia. 
The reduction in triglyceride and changes 


in. 


apoprotein concentration were pronouned 


while the reduction in that of cholesterol, 
LDL cholesterol and increase in HDL chole- 
sterol were also significant. Gemfibrozil is an 
effective and safe lipid lowering agent. 
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Sleepless Pill 


Research supported by the French Ministry of Defence has led to the development of a 
drug that permits subjects sleepless nights without loss of vigilance or apparent side 
effects. The drug, modofinil, increases vigilance and suppresses sleep in animals and 
humans. Monkey have been kept awake for 96 consecutive hours and humans for 48 hours 
without any apparent side effects, sleep rebounds, or subsequent problems with sleeping. 


Modofinil is also effective in treating narcolepsy and idiopathic hypersomnia. Sleep 
and wakefulness entail complex mechanisms, among which central catecholaminergic 
systems have an important, but not exclusive role. 


Modafinil apparently acts postsynaptically, as its effects persist after inhibition of cate- 

cholamine synthesis. Unlike amphetamines modafinil apparently does not trigger agitated 
5 

behaviour or lead to tolerance or habituation. 


(BMJ Vol. 298 June. 89) 
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Each ml contains: | 
Colloidal Iron Hydroxide | 
50 mg | 
4-Lysine Monohydrochloride | 
200 mg 

Vitamin В, I.P. 5 mcg 
Folic Acid I.P. 0.2 mg | 
Ethyl Alcohol I.P. 9.5% by vol. | 
Syrup and flavour q.s. 


Iron content: 
25 mg of elemental iron per ml 


For Paediatric u 


DOSE 
infants less than 
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5 drops twice daily. 
Children above 1 year: 
10 drops twice daily. 
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Phials of 15 ml. 
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Trental 400 


Active ingredient: Pentoxifylline 


The haemorheological and - Significant. 
antiplatelet aggregation жер 


approach in the treatment = 4? to four weeks 
of peripheral vascular disease 2,” "emen 
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Trental 400 


* Restores red cell flexibility Trental improves 

* Inhibits platelet aggregation walking distance 

* Reduces elevated plasma in patients with 
fibrinogen levels intermittent 

* Decreases blood viscosity claudication and 

* Increases blood flow and improves accelerates the 
tissue oxygenation healing of leg ulcers 

PRESCRIBING INFORMATION: 

ACTIVE INGREDIENT: Pentoxifylline SIDE-EFFECTS: Gastro-intestinal side-effects, headache, 

INDICATIONS: Cerebrovascular disease, peripheral cutaneous hypersensitivity, rarely bleeding. 

vascular disease. INTERACTIONS: Antinypertensives. 

CONTRAINDICATIONS: Hypersensitivity to DOSAGE: One tablet Trental 400 two or three 

pentoxifylline, severe haemorrhage, acute times daily. 

myocardial infarction, pregnancy, massive retinal Detailed prescribing information and literature 

haemorrhage. available on request. 

HOECHST INDIA LIMITED 


Hoechst House, Nariman Poin Hoechst 
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The effect of moisturizing factors on the 
efficacy of topical corticosteroids 


Jayakar Thomas, Rohini Krishnamurthy, Parimalam S., 


Muthuswami T. C. 


Introduction 


It is weli known that one of the factors that controls corneocyte 
cohesion is hydration of the skin, this i in turn can be achieved by the use 
of an hydrating agent such as urea”? or/and the use of an alpha hydroxy 
acid like lactic acid. Dehesion of corneocytes can occur with the use 
of descaling agents like salicylic acid: 


Dehesion of corneocyte or keratolysis increases the penetration of 
active medicaments into the skin by breaking the epidermal barrier. 
So also, corneocyte cohesion with agents like lactic acid and urea can 
again increase penetration of active medicaments by increasing the 
water binding capacity? and these agents are hence jointly known as 
moisturizing factors. 'There are reports to show that addition of urea 
and lactic acid either singly or in combination*to a corticosteroid 
preparation gives the highest absorption of corticosteroid through the 
skin. Urea also has an antipruritic effect? 


А study was conducted the assess to clinical improvement in some 
chronic dermatoses with the use of topical betamethasone dipropionate 
in combination with salicylic acid and compared with the results achieved 
with the topical use of betamethasone dipropionate in combination 


with salicylic acid, urea and lactic acid. 


Materials and methods: 


Thirty patients with different forms of 
chronic dermatoses were selected. The derma- 
toses included 11 cases of neurodermatitis, 
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10 cases of lichen planus, 4 cases of palmo- 
plantar keratoderma, 3 cases of lichen amyloi- 
dosis and 2 cases of psoriasis. In order to 
achieve a closely matched comparison, the 
same patient was treated with both the combi- 
nations of the topical preparation. Right-sided 
lesions were treated with ointment coded 001 
comprising of 0.05% betamethasone dipro- 
pionate, 3% salicylic acid, 10% urea and 3% 
lactic acid, while leftsided lesions were treated 
with ointment coded 002 comprising of 0.05% 
betamethasone dipropionate, 3% salicylic acid. 
All the thirty patients were reviewed once in ten 
days to assess clinical improvement using para- 
meters such as itching, pigmentation, erythema 
and thickening of skin. Review also included 
an astute search for side effects such as atrophy, 
depigmentation and systemic involvement. 


Results: 


It was observed that in the eleven cases 
of neurodermatitis, relief of itching and reduc- 
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tion in pigmentation was seen with both 001 
and 002 ointments. But, marked reduction 
of thickening of skin was noted in 001 after 
the 20th day of the use while the same occured 
only after 30 days with the use of 002. 


In the case of lichen planus all the ten cases 
showed absence of itching with both 001 and 
002 from the 10th day onwards. However, 
001 showed appreciable reduction in ery- 
thema, pigmentation and thickening from the 
10th day, whereas 002 took more than 30 days 
to achieve the same. 


With psoriasis and palmoplantar kerato- 
derma, the skin thickening and scaling were 
reduced with 001 ointment 20 days preceding 
the same effects with 002. In addition 002 
showed perilesional depigmentation at the 
end of 30 days. 


Much difference was not noted in cases of 
lichen amyloidosis with the use of 001 and 002. 


No other side effects were noticed with 
either topical preparation. 


Comments and conclusion: 


From the above observations, it can be 
noted that 001 scores above 002 in all respects 
such as early induction of reduced pigmenta- 
tion, erythema and thickening. This is due to, 
as already mentioned, the fact that a combi- 
nation of cohesion of corneocyte with dehesion 
of corneocyte enhances the absorption of 
corticosteroids and help achieve desired results 
much earlier as against either of these princi- 


* * * 


.ples being used alone. It may be concluded 


that moisturizing factors have a definite 
advantage of increasing the efficacy of topical 


corticosteroids. 
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Any Questions 


What oral analgesia is appropriate for children with ear ache secondary to otitis 
media when paracetamol has failed to relieve the pain? 


In my experience and that of my paediatric colleagues paracetamol in adequate 
dosage and antibiotics relieve pain satisfactorily in virtually all cases of acute otitis 
media. The prescription of stronger anlgesio should not be encouraged in these children, 
most of whom are under 5, as other complications would inevitable occur in a few of 
them. In the rare cases in which satisfactory analgesia cannot be achieved by the above 
regimen, and perforation does not occur to relieve the pain, admission at hospital should 
be considered to achieve adequate pain control. 
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the cough syrup that brings 
relief to patients of all ages ... 


ADVANTAGES: 


No addiction or habit formation since it does not contain any morphine 
derivative. 

No drowsiness. 

Can be safely administered to cardiac patients, since it does not contain any 
sympathomimetic drug. 

Safe — can be administered to infants, children and pregnant women. 
Pleasant taste-hence easy acceptability even in children. 

Economical 

Because of the wide variation in the clinical picture of cough, it is impossible to 
ск Чер апу one drug as the sole drug of choice for the treatment of all 
coughs. 


Modell, Drugs of Choice, 1966-67. 


INDICATIONS: 

Inflammatory catarrhal conditions of the respiratory tract. 
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® Rhinopha is € Bronchial Asthma 

Bronchiectasis € Influenza € Smoker's Cough 

Irritating cough of tuberculosis 

Whooping Cough 

Other types of cough of unknown etiology 
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A whole new concept 
. іп Iron Therapy 
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FERRUM FOL 


Chewable chocolate flavoured Iron & Folic acid tablets 
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Optimum Tolerance е Improved Compliance 
Assured Efficacy 


Composition: Indications: 

Each chewable chocolate flavoured — Prevention and treatment of iron 

tablet of Ferrum Fol contains: ' and folic acid deficiencies during 
pregnancy and lactation. 


Iron as non-ionic ferric hydroxide 


— |ron deficiency anaemias due to 
olymaltose comp! 100 m N ` 
pone RR. Pompe” 9 malnutrition, chronic blood loss, 
Folic acid I.P. . 7350 mcg impaired absorption. 
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Full prescribing Information available on request. 
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Hausmann Laboratories Inc. 
St. Gallan, SWITZERLAND 
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Eosinophilic Granuloma of Skull Bone 


Mani A., Malayappasamy T.N. 


Eosinophilic granuloma of skull bone is 
a rare but interesting entity. It forms less than 
0.4% of skull tumours. It carries a relatively 
good prognosis, and is important to differen- 
tiate it from the malignant tumours. One such 
case encountered recently is reported here. 


Case Report: 


A 25 year old housewife presented with 
a history of a boggy swelling over the vertex 
of scalp and global headaches of one year dura- 
tion. She also complained of a sinus discharg- 
ing ferrous material from the right mastoid area. 
The onset was insidious without any history 
suggestive of trauma, chronic fever or ear 
infection. 





Fig. 1 
C.T. Scan of patient showing bony defect 
Examination: 


On physical examination there was a cystic 
swelling over the parietal bones which was 
non tender. There was a small sinus behind 
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General Surgeon. 
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Specially contributed to *The Antiseptic" 
Vol. 86 (12); P (673-4) 


the right ear discharging dirty ferrous material. 
On palpa ing the neck, multiple discrete, firm 
non tender lymph nodes were present. The 
rest of the neurological examination ws normal 





Plain X-ray skull showing islands of bone defect 
with sloping margins 
Investigation: 


Haematological and biochemical examina- 
tions were within normal limits. Plain X-ray 
skull and C.T. Scan showed erosion of the 
parietal and occipital bones with sloping edges 
(which is characteristic of this condition). 
There was no intracranial pathology. A skele- 
tal survey showed an osteolytic lesion of the 
eleventh rib on the left side. As the patient 
was not willing for radiotherapy, she was 
started on low dose steroids. 


Surgery & Treatment: 


Aspiration from the swelling and lymph 
node biopsy showed infiltration by eosino- 
philic cells confirming the diagnosis. The 
patient was put on low dose steroids and there 
was temporary remission of pain and swelling. 
Repeat X-ray after three months showed to 
change in the bony abnormality. The patient 
refused radiotherapy and was lost to follow up. 


Discussion: 

Eosinophilic gramulomia has been grouped 
by Lichtenstein along with Hand-Schuller- 
Christian Disease and.Letterer-Sive disease to 
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histiocytosis x. The patients are usually. 


children or young adults. They present with 
a chronic tender bony swelling. In the skull, 
it is usually the vault that is affected. The 
granuloma is not always solitary and wide- 
spread radiological examination often reveals 
other silent foci. Plain X-rays demonstrate an 
area of bone destruction which in some cases 
may show reactive sclerosis at its edges. Biopsy 
of bone edge reveals the chafacteristic infilt- 
ration by eosinophilic leucocytes. Curettage 
can be tried, but if pain persists radiotherapy 
is useful. 


= 
$иттагу: 


А case of eosinophilic granuloma of skull 
bone is reported and the literature is reviewed 
in brief. 
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* * * 


Rats 


Rats are associated with Weil's Disease. Weil's disease caused by Leptospira ictero- 
haemorrhagiae is associated with water sports on inland lakes and waterways, where the 
infection is derived from rats urine contaminating the water. Rat control reduces this risk 
but is unlikely to eliminate it, so clinicians should consider the possibility of Weil's disease 
in canoeists, wind surfers, and other water sport enthusiasts who presented with a 
febrile illness of unknown cause. Rat bite fever is another disease associated with rats. 


Usually a rare infection of laboratory workers handling rats, is a febrile illness with 
a rash and joint symptoms. The causative organism, Streptococcus moniliformis, is a 
commonsal in rats, and an infestation of rats near the water source seems to be the 


likely origin of the infection. 


Another laboratory infection acquired from rats, is haemorrhagic fever with renal 
syndrome. The disease is caused by Hantaan virus, is widespread in the Far East and 
northern Europe, where it is endemic in wild rodents. Lassa fever is also associated with 
infection in rats, but the rodent infection is limited to the small multimaamate rat, which 
is confined to the African continent. Bubonic plague is still endemic in some rural areas 


of Africa, and America. © 


Rats are still a public health hazard even though diseases associated with them are 
now rare. Continued vigilance in their control by local authorities, water authorities, and 
the public is still an important public health measure. 


* * * 


(BMJ Vol. 997 3 Dec. 88) 


* * * 


€99 producers are still recovering from the adverse publicity about salmonella only to 
be faced by a new surge of public concern about cholesterol. Research in the United 
States (Newsweek 29 May, p 51) has concluded that all eggs of the same size contain 
the same amount of cholesterol and that there is no practical way of reducing it. 
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(BMJ Vol. 298 June 89) 
* * * 
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Non functional adrenal cortical carcinoma 


(A Case Report) 


Nayak K.G., Singh S.R.M., Rajeeva Shetty R., Subhash Kini U., 


Pramodh J., 


Adenocarcinoma of the adrenal cortex is 
rare and reference in the literature is largely 
confined to case reports, (Mac Farlane). 
Tumours of the adrenal cortex are peculiar 
in that functioning disturbances which they 
produce are of greater importance, variety and 
complexity than the neoplastic lesions them- 
selves. There may be also a complete abscence 
of apparent endocrine function of the tumour. 
The nonfunctioning tumours are rarely detec- 
ted until they become very large. This is 
because the mass effect of adrenal tumours 
rarely causes symptoms. Even if a mass is 
picked up, it is rarely diagnosed correctly 
preoperatively. 


Prior to the advent of the CT, unless an 
adrenal tumour was suspected by biochemical 
or clinical screening information, an early 
diagnosis was an exception and localisation 
usually required a laparotomy. 


Tumours of the adrenal cortex can be 
caused by both benign and malignant tumours. 
About 50% of adrenal tumours are ‘functio- 
nal'. The CAT scan has ended all controversy 
as to whether benign or malignant tumours 
are more common: benign are much commoner 
than malignant ones (Copeland). 





Dr. Nayak K.G.,M.s., 
Professor of Surgery, 


Dr. Singh S. R.M.,«.s., 

Dr. Rajeeva Shetty R.,M.s., 

Asst. Prof. of Surgery, 

Dr. Subhash Kini U.,M.B.B.s. 

Dr. Pramodh J. ,м.в.в.5. 

Post Graduate Students in General Surgery, 


Govt. Medical College, 
Mysore 





Specially contributed to “The Antiseptic” 
Vol. 86 (12); P (675-677) 


Carcinoma of the adrenal cortex is usually 
large and may weigh more than a 1000 g. A 
palpable adrenal cortical neoplasm is malig- 
nant in practically every instance (Ackermann). 
Most of the non functioning adrenal cortical 
lesions seen as surgical specimens are carci- 
nomas. This derives from the fact that the 
malignant process often is accompanied by a 
deletion in some of the enzymes required 
for cortisol synthesis. 


Carcinoma of the adrenal cortex may 
occur at any any age but is commonest in the 
25 to 40 age group (Willis). As a rule, the 
younger the age of onset the more malignant is 
the tumour (Aird). Females are more affected 
than the males. The nonfunctioning tumours 
present with symptoms that are otherwise 
indeterminate - malaise, loss of weight and a 
palpable abdominal mass. 


This tumour resembles a hypernephroma 
of the kidney in its gross appearance. The 
cut surface shows a variegated appearance - 
it is yellow in colour with areas of necrosis 
and haemorrhage. A capsule may be present 
but is often infiltrated by tumour. The kidney 
may be involved. As against this, in a renal 
carcinoma the adrenal is intact (Boyd). 


Adrenal cortical carcinomas are biologi- 
cally aggressive malignancies that rapidly 
cause the death of most of the patients. Surgery 
should be used to resect as much tumour as 
possible. Chemotherapy is useful for reducing 
tumour bulk and controlling endocrine symp- 
toms. Mitotane (o,p' - DDD) produces objec- 
tive tumour regression or improvement of 
endocrines symptoms in 5096 of cases. 


A case of carcinoma of the adrenal cortex 
without endocrine disturbances which came 
under our care has been reported here as it is 
a relatiavely rare occurence. 


r ————-———_——_—_————__———Є—& а 
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Case Report: 


Patient Boraiah, a 32 year old agricultural 
worker from a nearby village, was admitted to 
K.R.Hospital, Mysore on 2.9.88 with a history 
of mass in the abdomen of 3 years duration 
and abdominal pain of 20 days duration. De- 
tailed history revealed that the patient was 
admitted to K. R. Hospital for abdominal pain 
3 years ago. The pain had been in the upper 
abdomen, dull aching in nature and had not 
been associated with any other gastrointestinal 
symptom. A mass had been noticed at that 
time, the size of which was 5 cm. from the 
costal margin. It had been diagnosed as tropi- 
cal splenomegaly and the patient had refused 
splenectomy. The abdominal pain had subsi- 
ded and he had been asymptomatic there 
after. At the time of the present admission he 
came with a history of abdominal pain of 20 
days duration. The pain was dull aching in 
nature and was present in the epigastrium 
and left hypochondrium. He had a good appe- 
tite and had not lost any weight. His past, 
personal and family history revealed nothing 
of significance. 


General physical examination revealed 
a moderately built and well nourished young 
man. There was mild pallor. He had a pulse 
rate of 96/minute and a blood pressure of 
124/80 mm Hg. 


Examination of the abdomen revealed an 
intraabdominal mass occupying the left hypo- 
chondrium, epigastric and left lumbar regions, 
measuring 10 x 10 cm and having a smooth 
surface and sharp borders which included a 
notch. It was moving well with respiration. 
The consistency was firm and fingers could 
not be insinuated between the left costal 
margin and the mass. It was not bimanually 
palpable. It was dull to percuss and the dull- 
ness was continuous with splenic dullness. 


Investigations: 


All routine investigations were within 
normal limits. His complete hemogram and 
bone marrow picture were also normal. 
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A pre-operative diagnosis of tropical 
splenomegaly was made and the patient posted 
for surgery. The abdomen was opened using a 
left paramedian incision. A large suprarenal 
mass was seen which was adherent to the left 
kidney. 


E 


y? xp, - 





The incision was converted to a left T 
incision. No other lesion or abnormality was 
present. The tumour was excised completely. 
The post operative period was uneventful and 
the patient was discharged soon after suture 
removal on the 10th day. He was seen 4 months 
later, at which time his general condition was 
good and there was no evidence of secondaries. 


Pathology report: 


A capsulated tumour weighing 1.2 kg. 
with prominent vessels over the surface. 
Microscopy shows features of adrenal corti- 
calcarcinoma with capsular invasion. 


Discussion: 


The case presented here showed some 
unique features. 


1. It had all the clinical features of a spleen - 
even a sharp border and a notch were felt. 
Per operatively the reason for this was evi- 
dent. Fortituously, this tumour too had a 
sharp border and a notch between bos- 
selatioms. Since all investigations were 
normal, a diagnosis of tropical splenom- 
egaly was made. 


2. The tumour was adherent to the kidney. 
Boyd mentions it as differentiating point 
between adrenal carcinoma and renal cell 
carcinoma; the kidney may be involved in an 
adrenal carcinoma whereas in a renal carci- 
noma the adrenal is intact. 
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3. Even though the duration of the disease was -tion has been presented. The available litera- 
probably much more than 3 years, there was ture on the subject has been discussed. 
no evidence of secondaries and the general 
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* * * * * * 


Sodium is said to increase the urinary excretion of calcium, and osteoporosis has 
been attributed partly to the salt content of the UJestern diet. If SO, can sodium bicarbo- 
nate be justified as an ingredient of a calcium supplement? 


There is good evidence both in man and in rats that increased sodium chloride 
intake increases urinary calcium excretion and is associàted with raised serum concent- 
rations of parathyroid hormone. The initial effect is mediated at a renal level, uhere 
tubular reabsorption of calcium is closely linked to that of sodium. Susceptibility to osteo- 
porosis is determined by age, sex, race and a host of local bone and systemic factors, 
which include urinary calcium excreation and calcium intake. While salt loading leads 
to osteopenia in animals, there is as yet no direct evidence in man linking sodium 
intake to accelerated bone loss. It is illogical, however, to prescribe sodium in a pre- 
paration that is likely to affect adversely calcium balance. Furthermore, sodium intake in 
Western communities is excessive. It probably contributes to an increased blood pressure 
with age and, is likely, in salt sensitive individuals, to raise blood pressure in the short 
term. It seems unwise, therefore to prescribe sodium bicarbonate as an ingredient of a 
calcium supplement when alternative preparations are available. 


(BMJ Vol. 297 3 Dec. 88) 


* * * * * * 


A major revolution is occurring in our knowledge of the regulation of haemopoiesis, 
and several growth factors have been purified, their genes have been cloned, and they 
are being produced by means of recombinant technology. Some of them, such as the 
colony stimulating factors GM - CSF and G-CSF (neutropoietin) are increasingly used to 
hasten the recovery of granulopoiesis after intensive chemotherapy and after bone 
marrow transplant procedures, ,thus reducing the period of neutropenia when the patient 
is at high risk of infection. Some of these factors, particularly G-CSF, have also been used 
to treat chronic neutropenia. Recombinant human erythropoietin is specifically used to 
treat the anaemia of renal failure but has not been used extensively in cancer chemo- 
therapy, although it has been suggested that it may have an effect on megakaryocyto- 
poiesis (platelet production) 


In summary, the modern trend is to use specific growth factors to stimulate haemo- 
poiesis. 


(BM Vol. 298 Apr 89) 
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Copper T in a tubo ovarian appendicular mass. 


Stephen Mariadas J., Agnes Delphine G. 


Copper T is used as an intra uterine contra- 
ceptive device with wide margin of safety. 
Occasionally it may perforate the uterus and 
become extra uterine. Rarely it forms a part 
of an abdominal lump. A Copper T inside a 
tubo ovarian appendicular mass was removed 
enmass 5 years after insertion. 


Key words: 


Extra uterine Copper T, tubo ovarian 
appendicular mass 


Case report: 


A 24 year old female was admitted with 
C/o fever and pain in the right lower abdomen 
of 3 days duration. Patient had similar attacks 
on and off for the past three years and was 
relieved by medicines. 


She attained menarche at the age of 14, 
married at the age of 18 and had two FTND 5 
and 3 years back. Her periods are regular. 


Two months after her 1st delivery a Cop- 
per T was introduced for contraception. She 
became pregnant 3 months after the insertion 

£ Copper T, which was terminated 2 months 
after conception. She was told that the Cop- 
per T must have been expelled spontaneously. 
After 6 months she conceived again and had 
a FTND and she underwent postpartum sterili- 
zation. 


Examination revealed a firm tender mass 
about 8 cms. in diameter in the right iliac fossa. 
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There was no sign of local or general peritoni- 
tis. On vaginal examination a firm tender mass 
was felt in the right fornix separate from the 
uterus. Uterus was normal and pushed to 
the left. ° 





Fig I 
Skiagram with an intrauterine sound 
showing the displaced Copper T 


Routine investigations showed no abnorma- 
lity except mild leucocytosis. Plain X-ray 
abdomen showed a displaced Copper T. Skia- 
gram of the abdomen taken with a uterine 
sound (Fig. 1) showed the Copper T in the extra 
uterine position in the right side and the uterus 
pushed to the left. 


On laparotomy a mass was seen in the 
right side of the uterus pushing the uterus to 
the left. Apart from the right tube and ovary 
the tip of the appendix was also embedded 
into the mass. The mass was removed by divi- 
ding the tube at the isthmus and after per- 
forming a retrograde appendicetomy other 
viscera found to be normal. Cut section of the 
resected lump (Fig. 2) showed the Copper T 
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inside with multiple pockets of pus. Post- 
operative period was uneventful. 





Fig II 
Resected specimen showing the Tubes 
Appendix and Copper T. 


Discussion: 


Copper T is widely used as contraceptive 
device even in previous Caesareans. Sponta- 
neous expulsion, Copper T failure pregnancy, 
bleeding, infection, cytological changes and 
perforations are the usual complications. Text 
books estimate the incidence of perforation as 
1 in 3000. Usually the Copper T becomes extra- 
uterine by piercing the uterine wall. Sometimes 
it may migrate through the fallopian tube. The 
displaced Copper T may cause injury to viscera, 
adhesions and infections. Sometimes it remains, 
asymptomatic and may be detected during rou- 
tine investigation. The displaced Copper T 
may be found inside the peritoneal caviity! 
utero-vesical pouch, broad ligament or inside 
the lumen of an organ. Occasionally it gets in- 
fected and forms a mass with the nearby struc- 


* * * 


'tures. Pandya and Shah have reported a case of 

translocated Copper T into the bladder.' Chin- 
moy Sanyal has reported a Copper T inside the 
lumen of pelvic colon.? Our case shows the 
Copper T forming a pyogenic mass with the 
tubes ovary and appendix. 


General policy in the management of extra 
uterine Copper T is to remove it even if it is 
asymtomatic. This can be done easily by lapro- 
scopy if there is no other complications like 
adhesions, mass formation, or injury to other 
viscera. In Khara's and Shah's series of six 
cases only two could be removed by lapros- 
copy. The rest had to be removed by laparo- 
tomy.? In our case since a mass was present 
and the Copper T was suspected to be in the 
mass laparotomy was decided straight. 


Acknowledgement: 


We are thankful to the C. M.O Marthoma 
Medical Mission Centre for permission to 
publish. 


References: 


1. Pandya, S.V. and Shah, J.R.,Translocation of IUCD in 
bladder. Journal of Obstetrics and Gynaecology of India, 
171,1987. 


2. Chinmoy Sanyal, Pregnancy following extra uterine migra- 
tion of Copper T. Journal of Obstetrics and Gynaecology of 
India. 1070, 1986. 


3. Kharas P.B. and Shah, D.S. Management of Displaced 


intrauterine Devices. Journal of Obstetrics and Gynaecology 
of India. 267 - 268, 1987. 


* * * 


Almost thirty-five years ago, Dr. Lawrason Brown of Saranac Lake coined the term 
"a good chronic". He was referring to the old chronic fibrocavernous case with constant 
or intermittent positive sputum, who in spite of extensive damage to the lung, lived on 
for many years. The term, “a good chronic” was intended as a prognostic one and was 
applied to the individual. It certainly had no epidemiologic significance other than an 
adverse one. The outlook while very good in the individual case, was had from an epi- 
demilogic viewpoint. Such a patient continued to live comfortably, and in some cases 
even happily, but was a source of continued infection of others and, as such, left a long . 


trail of victims in his wake. 


(March 88 New York State Journal of Medicine) 
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Caps.: 250 mg. & 500 mg. Strips of 4 caps. 
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(Amoxycillin Trihydrate) 
Caps.: 250 mg. & 500 mg. Strips of 4 caps. 
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Caps.: 250 mg. & 500 mg. (Cephalexin) 


Injs.: 500 mg. & 1 mg. vials — (Cephaloridine) 
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(Ampicillin + Cloxacillin) 

Caps.: 250 mg. each of Ampicillin & Cloxacillin. 

Injs.: 125 mg., 250 mg. & 500 mg. each of 
Ampicillin and Cloxacillin in vials. 

Neonatal Injs.: Ampicillin 50 mg. and Cloxacillin 

29 mg. in vial. 
Syrup: 125 mg. each of Ampicillin and 
Cloxacillin per 5 ml. 
















BIOFLOXIN 


(Norfloxacin) 


FLOXIPRO 
(Ciprofloxacin) 
Tabs.: 250 mg. & 500 mg. 
Strips of 4 tabs. 


BIODOXI 
(Doxycycline Hcl.) 
Caps.: 100 mg Strips of 4 caps. 






Tabs.: 400 mg. 
Strips of 4 tabs 


















BIOTAX 
(Cefotaxime Sodium) 
Injs.: 250 mg. & 1 gm. vials. 


BIOCHEM PHARMACEUTICAL INDUSTRIES 
Biochem Aidun Bldg., 1st Dhobi Talao, P.O. Box 2217 


Bombay-400 002. 





BIOGARACIN 


(Gentamicin Sulphate) 
Injs.: 20 mg./2 ml. vial & 80 mg./2 ml vial 


AMICIN 


(Amikacin Sulphate) 
Injs.: 100 mg., 250 mg. & 500 mg. vials. 
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more, is the Service. Cadmach machines are backed-up by a 
super-efficient after sales service network. 
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* Available in 14, 19 and 21 stations. 
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Phone 831491/92/93 Telex 0121-6427 CDMC IN 


BOMBAY OFFICE : 101-B, Poonam Chambers, | st Floor, Shivsagar Estate, Dr. Annie Besant Road, Worli, ` 
Bombay 400 018 Phone 49488) 1/4936612/ 4938042 
Telex 011 73831 СІРІ IN Cable : CADMACH 


OFFICES : New Delhi /Calcutta / Madras /Bangalore / Secunderabad. 
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Various methods of treatment of benign prostatic 
hyperplasia (A comparative study) 


Pradeep Garg, Mohan Singh, Dinesh Pratap, Manoj K. Tewari. 


Introduction 


Benign Prostatic Hyperplasia as per contemporary knowledge is an 
ageing process and can hardly be labelled as a diseases By and large, the 
problem is tackled in the following ways: 


l. Non-operative methods.- а) Intraprostatic Injection of sclerosant 
b) Drugs (Currently under evaluation) 


2. Operative Methods a) Frayer's Prostatectomy 
b) Millin's Prostatectomy 
c) Transurethral resection 


d) Young's Prostatectomy 


Each of the above mentioned procedures has its protagonists and 
antagonists depending on the choice, training of the surgeon concerned 
and facilities available at that particular centre. 


Each one of these is best in certain set of circumstances. Frayer's prosta- 
tectomy is still the procedure employed at many centres with modi- 
fications. The reason may be paucity of the facility for procedures like 
Millin's, TUR and non availability of trained surgeons. 


However if the set-up is such that any of the above mentioned pro- 
cedures can be carried out, then choice should fall on - which procedure? 
To answer this question, we have made an objective analytical study 


comparing these procedures as good or bad. 


Material and method: 


90 patients with prostatic enlargement 
(Benign) were included in the study. Patients 
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were divided into three groups: Group A 
comprised of 20 patients and were treated 
with intraprostatic injections. 


Group B comprised of 52 patients and were 
treated by Frayer's prostatectomy. 


Group C comprised of 18 patients and were 
treated by Millin's procedure. 


Procedure: 
l. Intraprostatic injections 


Sclerosant injection was given using 21 
gauge lumbar puncture needle into the central 
part of the prostate through transperineal 
route keeping one finger into the rectum to 
guide the prostate. Two to three injections 
were given at interval of 5 days, each time 
injecting 3-5 ml. of the solution. The solution 
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consisted of, carbolic acid, acetic acid, gly- `3. Millin's Prostatectomy 


cerine. Case were operated in the classical way 


2. Frayer's Prostatectomy (One Stage) as described by Millin. 
Observation: 


It was done conventionally in single stage i ] 
y Я j Urinary Infection 


with a suprapubic as well as urethral catheter 


drainage and irrigation with saline for 48 Preoperative urinary infection and rela- 
hours, post-operatively. Wedge resection was tionship of preoperative catheterization to 
done wherever necessary. urine infection is depicted in Table I. 

і ТАВІЕ І 


Showing relationship of preoperative catheterisation to urinary infection. 


MN". L.S че _———————— 


NoCatheterisation Catheterisationfor Catheterisationfor —Catheterisation for Catheterisation for 


5 days or less 6-8 days 9-11 days 12 days 
pans Spee. St UN TIU LESER See e барисан em 
Methods of Total caseswith Total caseswith Total caseswith Total  caseswith Total cases with 
Treatment cases U T.I. cases UTE cases U T.I. cases U.T.I. cases U.T.I. 


ng“ SNe 


1. Group A (20cases) 15/3 (20%) 43 (75%) 1/1 (100%) - - - - 
2.GroupB(52cases) 27/5 (185%) 107 (70%) 33 (100%) 1011 (100%) 1/1 (100%) 
3.GroupC(18cases) 8/0 4fl (25%) 65 (83.33%)  - - - ` 


he ae 


Total (90 cases) 508 (16%) шп (61.1%) 109 (90%) 1011 (100%) 1л (100%) 


ity 9 ae TS МИО Lo. uSUhllln:l 060. EAT ek с a ee 
Duration of post-operative catheterisation Depicted in Table II. 
TABLE II 
Showing days for which penile catheter was kept 


CU Re ea a ——-—.——өыөы..———өы————ч———————————————=—==——= 


Group А Group B Group C Total 
dp C6 7.7 SS a INS RE OTI ARR Гане. ы усал УЧА 
No. of days Total cases % Total cases % Total cases % 

ela ES OM мш ы на “аш у REC i л Le EE 

4 ET e = ы 

5 --- --- 9/50 9 

6 --- --- 5/27.78 5 

7 --- | --- 3/16.67 3 

9 a 8/16.40 --- 8 

10 --- 17/32.70 --- 17 

11 1/5 13/25 --- 14 

12 --- 2/3.84 --- 2 

13 --- 2/3.84 --- 2 

14 --- 1/1.92 --- 1 

15 --- 1/1.92 --- 1 

16 --- --- --- --- 

17 --- 1/1.92 --- 1 

18 and beyond 2/10 4/7.77 --- 6 
Е r sO =F ee E 

Recatheterisation --- 10/19.20 --- 10 

after 14 days for 


5-7 days. 
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Complications: 


a) Immediate post-operative 


(Within 96 hours of - Primay haemorrhage 
operation - Uraemia 
(Depicted in Table IIT) - Clot retention 
- Catheter blockage 
TABLE III ° 


Showing immediate Post-operative complications (within 96 hours of operation) 


Method of Shock Primary Haem- Catheter block- Uraemia Clot 
treatment orrhage age retention 


Totalcases% Totalcases% Totalcases% Totalcases%  Totalcases 96 





Group A (Injec- - 2/10 
tion treatment) 
Group B (Frayer’s - 11.92 - 11.92 11.92 
technique) 
Group C (Millin's - - 1/5.56 
technique) 





b) Complications after 96 hours 


(Depictedin Table IV) - Suprapubic leak 
- Wound infection 
- Urinary tract infection 
- Secondary haemorrhage 
- [ncontinence 


TABLE IV 


Showing late complications 





Group Suprapubic leak Wound infection U.T.I. Incontinence 





Total No. 9o Total No. % Total No. % Total No. % 





84.61 30 57.69 32 61.54 10 19.2 
1 5.56 6 33.33 8 44.44 17 94.44 


OU» 
Ё 





c) Post-operative hospital stay. 
(Depicted in Table V.) 


uci re —————— JI a ааб 
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TABLE V 
Showing Post-operative hospital stay in days. 


Group 5-7 8-10 11413 14-16 1017-19 20-22 2325 2628 2931 32-4 Зог 
days days days days days days days days days days more days 
Total Total Total Total Total Total Total Total Total Total Тоа! 
Cases cases саѕеѕ саѕеѕ cases саѕеѕ cases cases cases cases cases 
. 
А 4 6 І 1 2 1 l 1 | 
(20%) (30% (5%) (5%) (10%) (5%) (5%) (5%) (5%) 
B l 8 13 6 7 4 7 1 1 
(1.92%) (15.38%) (25%) (11:53%) (13.46%) (7.68%) (13.46%) (1.92%) (1.92%) 
C 10 3 4 


(55.56%) (16.6%) (22.22%) 


Mean hospital stay in days. Standard deviation in days p.06 р.01 

Group A 14.11 + 8.51 2.00 266 t = (A- B) = 2.3457944 

Group B 19.13 +7.30 9.00 2.66 t = (B-C) = 4.9401198 

Group C 10.88 + 1.90 204 2.69 t = (С-А) = 1.7545304 

Discussion Average period of post-operative cathete- 


The intraprostatic injection of phenol and 
glacial acetic acid has a common effect and 
causes necrosis when applied to tissue directly. 
This causes the gland to become smaller and 
consequently giving relief from symptoms of 
outflow obstruction.^? In contrast to this, 
Hussain (1973)? calls this fluid as Sclerosant. 
Histopathology of injected glands show areas 
of infarction. In present series, 8 cases (40%) 
needed 3 injections to reduce the amount of 
residual urine. In one case symptoms were not 
relieved even after 6 injections. Lal and Jain 
(1950)* reported 60.4% success rate with this 
technique. Talwar and Pande (1966)? and 
Angell (1969)? reported cure rate of 78.19% 
and 55% respectively. Shipman and Akilie 
(1967)’ respectively observed 100% and 68% 
success rate in retention group and 37 out of 
39 getting complete relief in non-retention 


group. 


In transvesical approach, urinary fistula 
is more commonly reported probably due to 
poor healing of wall of urinary bladder as held 
by Millin®. However it has been defined by 
Hand and Sullivan? and Wanchoo et. ál. 
(1983)!9. 


risation in group À was 8.4 days whereas it was 
11.55+3.89 days in group B and only 5.56+0.79 
days in group C. This difference is statistically 
significant. Wanchoo et. al. had a post 
operative catheterisation for 15.3 days on 
average employing Vesico-capsular technique. 


The incidence of post-operative urinary 
infection was maximum in group B (61.84%). 
The same group had longer post-operative 
catheterisation and this explains a high inci- 
dence of infection in this group. Sanan and 
Ohri (1971)!! found that if catheter was kept 
for 1-5 days, infection occured in 34.2% cases 
whereas it increased to 48.1% if catheter 
duration was 6-8 days. Sinha et. al. (1961)? 
removed catheter on 5th day in 6876 cases and 
6th day in 11% cases and incidence of infection 
was quite low. We found infection in only 
44.44% cases in whom catheter was rmoved 
on Sth-7th day. Singh et. al. (1974)? found 
infection in 16.5% cases if catheter drainage 
is limited to 5-6 days. No case in group A 
had any infection. 


Primary haemorrhage was found in 3 cases 
of our series, 2 belonged to group A, 1 to 
group B and none to group C. 
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Uraemia was seen in only one case of , 


group B. 
Clot retention was also seen in only one 
case of group B. 


Catheter blockage occured in 6 cases 
(6.67%) in present series: 


Group A: Nil, Group B-5 cases (9.6496) 
Group C-1 case (5.56%). 


Catheter blockage has been a major pro- 
blem in series discussed by Sinha et. al. (1961)!?. 
The decreased incidence of blockage may be 
due to continuous irrigation instituted for 48 
hours in this series. Sharma et. al. (1981)'* 
found blockage in only 8.4% cases after using 
irrigation. 


Suprapublic leakGroup A - Nil, Group B - 
60% cases with catheter in dwelling for 5 days 
had leak for 14 days or more. When catheter 
dwelling exceeded 6 days, 93.85% had leak 
for 14 days or more. In group C only one case 
(5,5675) had leak for two days. 


Wound infection:- 6 cases of group B with 
pre-operative catheter drianage for 5 days, 
3 cases with pre-operative catheter drainage 
for 6-8 days and all cases with pre-operative 
catheter drainage for more than 9 days had 
wound infection. In group C wound infection 
rate was quite low. Sharma et. al.'* have 
shown that as the period of catheterisation 
increases to 7 davs or more, the incidence of 
wound infection also increases. 


Epididymo-orchitis was seen in only 2 
cases in the whole series, one of grcup A and 
another of group B without any statistical 
significance. 


Post-operative hospital stay 


Group A - In our series, average duration was 
14.11 + 8. H days whereas in Talwar and 
Pandey series’, 40% cases stayed for 29 days. 
Lal and Jain * reported average stay of 20 days. 


Group B - Present series reports stay as 19.13 
+ 7.3 days. Cooper’*reported stay of 22 days, 
Byrne (1952)'® reported 21 days whereas 
O'Conor (1979)!" reported stay of 13.3. days. 


Group C - In present series it was 10.88 + 1.90 
days. Srivastava (1959)!5 reports 8-9 days, 
Linko et. al. (1965)! 9.9 days, Sanan and 
Ohrit! 14.16 days and Singh et. al.'? has 
reported 11.14 days. 


Mortality Rates 


Group A - In our series it was 5%. Talwar and 
Pandey (1966)?41.695. Shipman and Akilie" & 
Lal and Jain^ had no mortality. 


Group B - 7.6% in our series, O’Conor'’repor- 
ted 8.5% whereas Bulkley and Kearns(1968)”° 
reported 8.6% mortality. 


Group C - 5.66% in our series, Millin (1947)® 
reported 4.6%, Toulson (1951)?!, Allan and 
Cooray (1966)?*, Sanan and Ohri!', Mukher- 
jee et. al. (1975)?? and Sharma et. аї.!* have 
reported 4.7%, 5.2%, 7.6%. 4.1% and 4.0% 
mortality respectively. 


Follow-up and recurrence 


Group A : 6 month follow-up showing recur- 
rence in 30% cases who had to be operated 
upon. 


Group B : 2 cases (3.84%) developed dense 
stricture. Permanent incontinence occured in 
1 case only. 


Group C : No significant problem on follow 
up and no recurrence. 


Conclusion 


Operation for prostatic obstruction is one 
phase of treatment which has its objective of 
restoration of normal uninary function at a 
time when other physical disabilities may be 
present. 


No single approach is applicable in all 
cases. The type of procedure has to be indi- 
vidualised. TUR is mandatory for certain well 
defined group and superfluous for other cases. 


Intraprostatic injection has only promise 
to relieve the symptoms in very bad cases but 
because of high recurrence rates, it can not 
be universally recommended. 
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Frayer's technique in spite of increased 


incidence of complications is still being carried 
out as the retropubic approach of Millin re- 
quires pre-operative cystoscopy as an integral 
part/investigation and is technically more 
difficult. But if the facility and expertise is 
available, Millin’s prostatectomy is the best 
method. 
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Tests currently available to confirm the diagnosis of pernicious anaemia (PR) include 
the demonstration of antibodies to intrinsic factor (IFA) the two stage Schilling test and 
the Dicopac test. The last tuo may be very useful when done under ideal conditions, 
but are very difficult to do accurately on elderly patients at home, because the inaccu- 
racies of 24 hour urine collection make them unreliable. 


A positive IFA test is proof of PA in previously untreated cases. However, it is only 
positive in about 50% of such cases and it cannot be used once the patient is receiv- 
ing Ву. The demonstration of antibodies in gastric parietal cells (PCR) a test with a 
sensitivity of 76-93% is the most practical procedure for verifying the diagnosis in 


patient already on Вә. 


(Ihe Practitioner, 8 Oct. 88 Vol. 25 
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Rheumatoid Arthritis 


Early detection and evaluation of disability by FIS (Functional Impair- 
ment Score) 


Ananthapadmanabhan J. 


Introduction 


Functional Impairment Score (FIS) is a simple scoring method, easily 
carried out at the bedside without sophisticated equipment for early 
detection, disability evaluation and to assess response to treatment in 
cases of rheumatoid arthritis. It gives satisfactorily reliable results, tests 
the joints of both upper айа lower limbs and correlates well with Ritchie 
Index, range of motion, grip strength and Health Assessment Question- 
naire (HAQ). The total score is calculated within a short time. 


The Method: 


Upper Limb Score A 4 Z 
i. Can oppose tip of thumb to base 
of little finger (Fig. 1) 2 
A. ii. Can oppose towards palm 
past index finger 1 
ш. Opposition impossible Ü 
н ! Fig П 


і. Сап bend fingers 2 - 5 around a 
pencil-all fingers completely 


around the pencil 2 

C.ii. Same as above around a plastic 
a tube 2 cm. in diameter 1 
iii. Impossible even with tube 0 


A 








Fig I 
i. Can manage a round pincer grip 2 
B.ii. Can manage a D-shaped grip i pu 
iii. Pincer grip impossible 0 ^ 
——X. anni. 
Dr. Ananthapadmanabhan J.,MD, МЕСА, FCCP, TRO 
Additional Professor in Medicine, Fig III 
Thanjavur Medical College, i. Can grip around a plastic tube 
Thanjavur - 613 004. | 8 cm. diameter (6 cm. for women) 
in palm with all fingers 
Specially contributed to “The Antiseptic” around tube 2 
Vol. 86 (12); P (686-688) - D.ii. All fingers around tube but 
palm does not touch tube 1 
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iii. Can grip around with 0-4 fingers O 


supported, to keep one heel above 


opposite knee 2 
Fig 4 A.ii. Can lift heel only half-way 1 
iii. Cannot manage or less than 
half-way 0 
Lying supine : Knee extension measured with 
Goniometer 
$ i. Full extension (0 degrees) 2 
B. ii. Flexion deformity less than 10 
degrees 1 
iii. Flexion deformity more than 10 
degrees 0 


Fig. IV 


i. Seated at a table with elbows 
flexed (90 degrees) with back of 
hand on table. MCP joints 2 - 5 
must touch the table (Fig. 4) 2 
E. ii. Can manage half-way. MCP 4-5 
touch the table 
iii. Manages less than half-way 0 


Lying supine: Elbow extension measured with 
Goniometer 


i. © Full extension possible (0 degrees) 2 
Е. ii. Flexion deformity less than 15% 1 
iii. Flexion deformity more than 15% 0 


Fig S Cai. 
\ 


ilf 
Fig V 


II Lower Limb 
i. Seated on chair with back fully 
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Fig 6 


Fig VI 


Standing with one barefoot at a 

time on a board (fig. 6) which is 
balanced over a cylinder 4 cm. in 
diameter can tip over the board 

to make heel touch floor 2 
Can tip partially to heel side with 
minimal distance to floor 2 cm. 
(extra piece may be needed for 
stability under the board) 1 


|. Cannot manage 0 


Fig T 


Fig VII 
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i. Standing barefoot on tiptoes 
with one foot at a time. The heel 
must be lifted from floor. Balance 
support may be allowed. (fig. 7) 
Can stand on tiptoes 


D.ii. Can stand on tiptoes but pain 
occurs 1 
ш. Cannot manage 0 
Conclusions: 


Functional Impairment Score is easily 
performed at the bedside and the score for 
a normal person should be 0. Early cases of 
rheumatoid arthritis will show a higher score 
and involvement of particular joint(s) can 
also be assessed. The higher the score, the 
more is the disability. Preferential scoring of 
individual joints and limbs helps the Clinician 
to advise the patient on aspects of daily acti- 
vities eg. combine hair etc., and also helps 
in assessing the response to treatment, a fall 
in the initial score indicating favourable res- 
ponse to therapy. 


Understanding rheumatoid arthritis better. 


The following statements about rheumatoid 
arthritis are to be declared as TRUE (T) or 
FALSE (F): 


1. Adrenocortical steroid therapy is widely 
used in rheumatoid arthritis. 

2. The rheumatoid factor may be IgM or 
IgG. 

3. The skin may appear cool, pale and clam- 
my and excessive sweating of palms and 
soles is not uncommon. 

4. Lupus cells are found in upto 20% of 
patients with rheumatoid disease. 

5. The synovial fluid is clear, viscocity is 
reduced and mucin clot is poor. 

6. Physical therapy has no value in rheuma- 
toid arthritis. 

7. The rheumatoid nodule consists of granu- 
lation tissue and fibrinoid necrosis. 


8. Prolonged morning stiffness is not cha- 
racteristic of rheumatoid arthritis. 


E. 9. Vasculitis occurs in about 1096 of cases of 


rheumatoid arthritis. 


10. Rheumatoid factor is rarely seen with 
active peripheral rheumatoid arthritics 
especially in those with subcutaneous 
nodules. 


11. ESR test is useful in determining acti- 
vity of rheumatoid arthritis. 


12. Salicylates should be tried first. 


13. Penicillamine has been shown to be 
effective in rheumatoid arthritis. 


14. Penicillamine toxicity includes nephro- 
pathy and bone marrow suppression. 


15. In rheumatoid arthritis, cervical spine 
should be X-rayed to rule out atlanto- 
axial dislocation. 


16. Rheumatoid factor may be found in 
patients with the following: Tuberculosis, 
Viral hepatitis, Chronic active hepatitis. 
SBE, old age, Inf. mononucleosis, Liver 
disease, SLE, Sarcoidosis, Sjogerns syn- 
drome and Fanconi's syndrome. 

17. Phenylbutazone is least effective in Peri- 
pheral rheumatoid arthritis. 


18. The treatment of rheumatoid arthritis 
includes rest, salicylates, physiotherapy 
and surgery, only. 

19. Juvenile rheumatoid arthritis is chara- 
cterised by prominent systemic signs and 
symptoms, receding chin, characteristic 
rash which occurs only in a minority of 
cases and positive rheumatoid factor. 

20. The three types of Pulmonary lesions 
found in rheumatoid arthritis are Fibro- 
sis, Nodules and Honeycomb lung. 


21. The most common renal lesion in rheu- 
matoid arthritis is amyloidosis. 


ANSWERS: 


LF 2.I 3. T:.4 155. F ДЫН 
T-T^.8:F. -9,.T:30:B 127 
13. T 14. T 15. T 16. F (negatiave in Fanconi's) 


17. T 18. F (Pencillamine, antidepressants, 
acupuncture to be included) 


19. F (negative rheumatoid factor) 
20. T 21. T 


—————————————— а: 
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Drug Withdrawal Syndrome - An Introduction 


Bhatia R.S. 


Certain drugs (other than those acting on 
central nervous system like opiates, barbitu- 
rates, amphetamines etc.) when administered 
for a period, have potential drug discontinu- 
ation effect, if withdrawn suddenly and may 
produce serious problems; sometimes life 
threatening situation is created. This newer 
concept of drug discontinuation syndrome is 
being put forth to enable the consulting practi- 
tioners to be aware of & to take precaution, 
in preventing and if need arises, in managing 
this syndrome. Various drugs listed in the 
Table I are suspected to produce drug with- 


Table I 


Drugs responsible for DWS 
A. Antihypertensives 


1. Clonidine 

. Betablockers 

. Calcium channel blockers 

. Nitrates & Sodium Nitroprusside 
. Diuretics 

. Methyldopa & guanethidine 


tH N 


QN tA 4 


B. Anti-inflammatory 

1. Glucocorticoids 

2. D-penicillamine 
C. Antidepressants 

Imipramine & lithium carbonate 
D. Miscellaneous 

l. Antiepileptics 

2. Anticoagulants 

3. Н, receptor blockers 


4. Anti-parkinsonians 
5. Adrenergics 





Dr. Bhatia R.S.,M.B.B.S., DTM&H., DCAM. FICA., FCCP., 
Medical Specialist, 

Model Town, Ludhiana, 

Punjab. 





Specially contributed to “The Antiseptic” 
Vol. 86 (12); P (689-690) 


drawal syndrome (DWS). Any drug having 
agonistic or antagonistic effect on receptor, 
induces a compensatory change either in the 
form of down regulation in case of agonist 
or up-regulatiqn in case of antagonist, there 
by producing an effect opposite to what the 
drug normally produces, when the drug is 
suddenly withdrawn. The Drug withdrawal 
syndrome (DWS) may be a rebound pheno- 
menon resulting into relapse or precipitation 
of the basic disease process or the withdrawal 
phenomenon which presents as a newer symp- 
tom complex not related (independent) to the 
original disease process for which actually 
the patient was taking the drug which has been 
suddenly stopped. 


1. Clonidine: 


Clonidine, a commonly used antihyper- 
tensive drug, is quite notorious in causing 
drug withdrawal syndrome, starting with rest- 
lessness, 2-3 hours after the missed dose, 
followed by nausea, headache & rebound 
hypertension after 12 hours', followed by 
tremors, tachycardia and muscular pains’. 
Possible mechanism of action is the breaking 
of autoregulation of cerebral flow, increased 
levels of circulating catecholamines (neore- 
pinephrine), causing increased sensitivity to 
adrenergic receptor to norepinephrine, en- 
hanced rewin angiotensin system activity and 
pronounced para sympathetic discharge‘! 2?) 


Treatment lies in prevention. Therefore, 
patient should always be properly guided. 
If the drug is to be stopped, it should be tapered 
gradually & in emergency lowering, reserpine 
| mg 1/M twice daily for 3 days will help deplete 
catecholamines stores, thus prevent evershoot 
hypertension. Acute phase is best controlled 
by reinstituting clonidine in same dose. Phen- 
tolamine 5-10 mg I.V., helps reducing both 
systolic & diastolic pressures. Even sodium 
nitroprusside infusion can be useful, foliowed 
by oral propranolol & hydralazine. 


See 630 0 ee. 5 
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2. Propranolol: Propranolol withdrawal syn- 


drome includes precipitation or aggravation ` 


of severe angina and myocardial infarction, 
ventricular arrythmias & even death’ These 
adverse reactions are seen in 5% cases. 
Similar effects are seen with metroprolol*, 
but quite less with atenolol! while exprenolol 
does not show DWS?. Increased oxygen requi- 
rement, increased platelet adhesiveness and 
aggregation, increased thyroid hormone, 
increase in circulating catecholamines and 
increased renin angiotensin like activity and 
asymptomatic progression of coronary artery 
disease are suggested to be possible mecha- 
nism of action. 


Management includes avoidance of abrupt 
cessation, tapering the drug over a period of 
one to two weeks?, and treating the acute 
phase by reinstituting the therapy with pro- 
pranolol. 


3. Calcium Channel blocking agents: Severe 
angina within 24 һош and myocardial 
ischemia within 4 days’, have been reported 
to be DWS with verapamil and diltiazem and 
is refractory to sublingal nitrates’. Calcium 
movement across the cell membrane of smooth 
muscles of coronary arteries maintains the 
arterial tone. Intracellular calcium is depleted 
by chronic treatment with calcium blockers, 
and an artificial situation of increased calcium 
gradient is created across the cell wall because 
of normal extracellular & lesser intracellular 
calcium. Sudden drug stoppage would en- 
hance increased movement of calcium ions 
into the cells, thereby causing an arterial spasm 
of coronaries. This is how this drug withdrawal 
syndrome develops with calcium channel 
blockers’. 


4. Imipramine: Symptoms of drug withdrawal 
syndrome include gastrointestinal as well as 
general somatic presentations with or without 
anxiety, agitation’. Even cardiac arrythimas 
have been reported to be precipitated if there 
is a existing heart disease*. The symptoms 
are due to cholinergic overdrive. Treatment 
lies in re-instituting the imipramine, preven- 
tion lies in gradually tapering over a period of 
2 weeks’. 


5. Steroids: Steroids are known to produce 
drug withdrawal syndrome which includes 
flaring up of underlying disease, arthralgia, 
weakness, fever, loss of appetite, loss of weight 
hypoglycemia & hypotension 9:9. Mana- 
gement lies in prevention & gradually tapering 
the dose. 


To sum up, a drug should never be with- 
drawn abruptly, physician must allow time to 
the receptors to adapt to the changes’. Same 
is true if a drug is to be discontinued which 
the patient has been taking for quite some- 
time. If stopped so, he should be able to re- 
cognise the DDS or DWS and manage the 
same by reinstituting the same drug in the same 
dose, the patient was taking previously! P. 
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Humanism in medicine 


As the year draws to a close, I would like 
to share with the readers these thoughts: 


The basis of medical profession is the privi- 
leged knowledge of man including his body, 
mind and spirit. While the knowledge of the 
body is easily and adequately acquired partly 
from the medical studies and partly from 
the professional experience, the knowledge of 
the mind is only inadequately obtained from 
the curricualr studies and knowledge of the 
spirit of man, not at all. And yet, these two 
vistas of knowledge play a great role in our 
duty as doctors to the patients and lack of 
such knowledge is often a greater constraint 
on the success of the physician than lack of 
physical knowledge. After all, Medicine is 
L art d intelligence, de sagacite et da propos 
(the art of intelligence, sagacity and decision) 


The human mind, in its various manifest- 
ations, is embodied in the term culture, a 
knowledge developed in psychology, sociology 
and history, three interconnected sciences. 
Real psychology is a culture beyond the 
mechanistic concept of the mind as an entity; 
what helps us in our parctice is not the psycho- 
logy of the various mental tests, conditioned 
reflexes or electronic/computer analogies, 
(though these are certainly helpful to a certain 
level); experiments and factorial analyses 
cannot give us a complete insight into the 
processes of the mind. This psychology can 
be learnt only from the works of the great 
thinkers of the past. 


Man is a social animal and cannot be under- 
stood without the social factors in context. 
We see patients coming trom all strata of 
society. Our therapy stands or falls by our 
awareness of the patients, environment before 
illness and after his cure. Rehabilitation in 
the true sense is to help the patients get ad- 
justed to the society to which they belong. 


The spirit of man completes the totality 
of the patient as a human being. Tó keep the 


spirit from flagging and to restore the faith 
of man in himself are considered the prero- 
gatives of philosophy and religion but a medi- 
cal man needs to be equally alert to these 
aspects. Man is not only a social animal but 
a metaphysical animal as well. Problems of 
value, of spirit, of God, of transcendence 
are those that occucpy man's thoughts and 
make him a superior being, transcending Nat- 
ure. For the doctor not to reflect on these 
issues renders him incompetent in effecting 
a complete cure of the patients. 


Psychology, sociology, philosophy and 
religion of mankind untold themselves in 
concrete forms in the annals of history of man, 
in particular, history of disease and its cure- 
the history of medicine. History of medicine 
is the great link between the physical medical 
sciences and the humanistic sciences men- 
tioned above. History of medicine is the study 
of medical conceptions and practices through 
the centuries in the context of the social, 
religious and philosophical environment of 
the times. It helps us to understand better 
our own contemporary medical conceptions 
and practices. History of medicine gives us 
the general and unified view of medicine and 
counterbalances the compartmental outlook 
of specialisation. It shows us the cultural aspect 
of our art and prevents us from becoming mere 
technicians. History of medicine is not a disci- 
pline for the dilettantes but for active medical 
practitioner. Real history of medicine is not 
mere philology or compendium of dates and 
events though these provide the matrix. 


How then do we, as doctors, equip our- 
selves with this armamentarium of knowledge 
so vital for our duty? Textual reading gives 
us an orientation but it is the unsystematic 
contact with the great thinkers of the past, 
augumented of course by contact with life in 
its myriad forms, that help us. Simonne de 
Beauvoir said *Philosophy is in the street." 
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We need not go far in search of great works 
of the past: people of every religion have 
enough amidst their faiths, which are meant 
not only for the ostensible purpose of help- 
ing man's progress in self-realisation, but also 
for more tangibly and less „controversially, 
for educating men in humanism. The Bible, 
the Ramayana, the Mahabharatha, the Quran, 
the Greek Classics, Shakespeare there are 
veritable treasure mines of knowledge of 
mankind, unfolding whole sagas of human 
mind and endeavour. 


Most great physicians of the ages have 
been great classical scholars, even if they 
read Greek authors in translation. Greek 
and Latin Classics were sine qua non for pass- 
ing examinations and for admmission into 
memberships of prestigious academic bodies 
of Europe in the past. The great French clini- 
cian Charcot used to read every morning 
passages of Shakespeare before going to his 
hospital. Shakespeare is necessary for physi- 
cians of all nations. Great literary works probe 
deep into the human soul and ennoble human 
thought. Sydenham, a pioneer of bedside 
medicine advised a young man who asked 
him about the book he should read to develop 
his medical skill thus: *Read Don Quixote"! 


For education in history of medicine, a 
few outstanding books are: textbook of medi- 
cal history of Garrison; Sigirests volumes, 
translations of original works of Hippo- 
crates, of Aretaios, of Galen and the classical 
descriptions of diseases edited by Ralph 


* * * 


Major and perhaps the most fluent history 

Evolution of modern medicine by William 
Osler. Osler's biography by Harvey Cushing, 
though not a book on history but a biography 
of one man, is worth reading because Osler, 
as portrayed by Cushing was not an individual 
but an institution in himself and his actions 
and reactions deeply reflected the medical 
culture of the times. After all Osler himself 
said, *History is the biography of mind of 


” 


man”. 
_— 

History of medicine in India is often the 
greatest lacuna in the knowledge of many 
Indian doctors. Practice of allopathy or 
Western medicine should not blind usto the 
fact the we practise the system in a setting 
& culture that has traditions, faiths, beliefs 
of its own and a physician well versed in hist- 
ory of medical thought and practice in India 
is best equipped to infuse humanism into his 
or her medical care. 


In conclusion, the doctor of today, more 
than those of earlier periods, needs to balance 
an uptodate knowledge of the evergrowing 
medical science with its demands on one's 
time and energy, with a subtle awareness 
of the social, philosophical and cultural values 
of the society, through constant contact with 
history down the ages. Then, and only then 
will the doctor rise above the mediocrity of 
caring to the ailments, to caring of a fellow 
human being. 


(Dr. N. Hariharasubramanian, MD., Ph.D) 


* * * 


Correct answers received for E.C.G. Quiz - September 1989 


Dr. C. Ramesh 
New Washermanpet, 
Madras - 81. 


Dr. A. Gopal Rao 
Rayadrug, 
Anantapur Dt. 


Dr. J. Madhava Rao, 


38, New Street, 
Karur. 


Dr. B.R.L. Prasad 
Gannavaram, Krishna Dt. 
Andhra Pradesh. 
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Dr. P. Moulik, 
Pussore PO., 
Raigarh, M.P. 

7 
Q. Let me know elaborately the latest treat- 
ment of leprosy which.is being followed at 
present. - 


A. The drugs available for the treatment of 
leprosy can be divided into two groups: Pri- 
mary and Secondary. The primary drugs 
include dapsone, rifampicin, clofazimine 
and ethionamide/prothionamide. Secondary 


- drugs consist of the acetazone, thiambutasine, 


the long acting sulphonamides and certain 
aminoglycosides. 


To begin with, a brief discussion of the 
general principles of chemotherapy of leprosy 
is given and the rationale behind current re- 
commendations for treatment reviewed. 


АП leprosy cases can be exactly classified 
using the Ridley- Jopling or other methods 
but from the point of view of therapy it is 
simpler to discuss them in terms of Pauci- 
bacillary (PB) and Multibacillary (MB) disease. 
Using the World Health Organisation defini- 
tion (WHO, 1982) PB refers to patients with 
a Bacteriological index (BI) of less than 2 on 
the Ridley scale at all sides and/or less than 
4 patches and/or less than one nerve involved. 
MB refers to patients with a BI of 2 + or 
more at any site, and/or more than 4 patches 
and/or more than one nerve involved. Thus 
PB includes all Indeterminate (T) Tuberculoid 
(TT) and most Borderline Tuberculoid (BT) 
cases while MB includes Mid Borderline 
(BB) Borderline Lepromatous (BL) and 
Lepromatous (LL) cases. 


Ideally the aim of therapy is to interrupt 
the transmission of the infection and to elimi- 
nate all viable M. leprae from the body in as 
short a period of time as possible. This usually 
cannot be accomplished with monotherapy 


in MB cases since persisting viable bacilli 
(Persistors) have been found even after becte- 
rial negativity on skin scrapings and biopsy 
has been attained. Combination therapy must, 
of course, consist of two or more effective 
drugs and all tfie drugs must act on the orga- 
nism by different means. Thus using pro- 
thionamide and ethionamide together would 
not constitute combination drug therapy 
since both act by the same mechanism. Con- 
versely, using dapsone plus one other drug 
in a patient infected with fully sulphone resi- 
stant M. leprae cannot be considered combi- 
nation drug therapy since the dapsone would 
be ineffective in such a case. 


PB cases could, in theory, be treated with 
monotherapy since they have a relatively 
small bacterial load and the chance of resis- 
tant mutants developing low. One must, how- 
ever, consider the possibility of primary 
dapsone - resistant bacilli being present in 
these cases and thus the need or possible need 
for combination drug therapy. Furthermore, 
combination drug therapy might shorten the 
required treatment period. MB cases, on the 
other hand, should be viewed as belonging 
to one of three groups. First are the newly 
diagnosed, previously untreated cases, 
probably for the most part infected with fully 
sulphone sensitive bacilli. Second are the 
partially treated cases still responding to, 
and previously treated with only dapsone 
monotherapy, but possibly having partially 
dapsone - resistant M. leprae. Finally there 
are those cases infected with fully dapsone 
resistant bacilli either primarily or after 
prolonged dapsone  manotherapy. Since 
all these groups, may harbour or develop 
dapsone - resistant M. leprae, any drug regi- 
men one proposes should ideally include 
atleast two effective drugs in addition to 
dapsone. Other factors to be considered 
(WHO,1982) are safety, operational feasibility 
and cost. It is obviously desirable to maxi- 
mize the effectiveness of any treatment regi- 
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men while minimizing toxicity. All of the 
drugs under consideration are relatively safe 
when used as monotherapy and this is also 
true of most combinations with the possible 
exception of rifampicin plus either ethiona- 
mide/prothionamide as they gre hepatotoxic. 


Ideally, drug regimens should be fully 
supervised to assure good patient compliance. 
This is not feasible, but return visits at inter- 
vals of one month may be possible in most 
control programmes allowing partial super- 
vision of drug intake. 


It is generally useful for all patients to 
have a complete blood count, urinalysis, 
creatinine, alkaline phosphatase, bilirubin 
and SGOT prior to the start of therapy, since 
toxicity problems associated with anti-leprosy 
drugs are most likely to show up in haemato- 
logic, renal or liver function. Skin scrapping 
from 4 or more sites should be obtained. A 
biopsy for histopathology is helpful. Mouse 
footpad drug sensitivity studies are useful 
to determine the extent of primary and secon- 
dary dapsone resistance. Skin scrapings should 
be repeated at least every 6 months while 
still positive and any new lesions that appear 
during therapy should be scraped and/or 
biopsied to detect cases of drug resistance 
or patient non-compliance early. 


A patient’s disease is considered inactive 
or arrested when all skin scrapings have been 
negative for atleast a year with no clinical 
evidence of activity such as reactions and, 
if facilities are available, a negative biopsy 
is obtained from a previously active site. 


World Health Organisation Study Group 
recommendations for therapy (WHO,1982) 


In Multi-Drug Therapy (MD? as recom- 
mended by the World Health Organisation, 
it is assumed that clofazimine is acceptable 
for children and therefore no child will require 
ethionamide/prothionamide. 





All drugs should be given in full doses 
from the beginning of treatment and are to 
be administered without interruption, even 
during reversal and ENL reactions. 


The regimen is as follows:- 


a) For Paucibacillary disease (I, TT, BT) 
- Dapsone 100 mg daily taken at home. 
(unsupervised). 
- Rifampicin 600 mg once a month - 6 doses 
(unsupervised). 
The duration of treatment is for 6 months. 


b) For Multibacillary disease (BB, BL, LL) 
- Dapsone 100 mg daily taken at home 
(unsupervised). 

- Clofazimine 50 50 mg daily or 100 mg 
every other day taken at home (unsuper- 
vised). 

- Rifampicin 600 mg once a month (super- 
vised) x 24 doses. 

- Clofazimine 300 mg once a month (super- 
vised) x 24 doses. 


The duration of treatment is for at least 
two years preferably until negative skin smears 
are obtained. 


The doses recommended are for adult 
patients weighing about 60 kg. The dose for 
children should be proportionately smaller 
according to body weight and/or age. 


Rifampicin is to be taken on an empty 
stomach while clofazimine should be taken 
with meals or a glass of milk. If clofazimine 
is totally unacceptable, its replacement by 
250-375 mg of self-administered daily doses 
of ethionamide/prothionamide should be 
considered. However the combination of 
rifampicin. with ethionamide/prothionamide 
is hepatotoxic, and it is advisible to periodi- 
cally check liver function during therapy. 


Spontaneous healing in patients with PB 
leprosy is well-known. Neverthless, all pati- 
ents with PB disease should be treated because 
it is not possible to distinguish those who will 
heal spontaneously from those who will not. 
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In cases of pure persistent polyneuritic 
leprosy, histopathological examination of 
a sub-cutaneous nerve fibral should be per- 
formed to determine the potential polarity 
of the disease. If this is not possible the pati- 
ent should be treated as a case of MB leprosy 
for at least two years. 


Discharge from MDT does not mean dis- 
charge from care. Skin smears should be taken 
every 6 months throughout the period of 
treatment. In cases of PB disease, the patient 
should be reviewed every 6 months after 
release from control for signs of bacterial or 
clinical activity for surveillance period of 5 
years. Any signs of activity should receive a 
further course of MDT for 6 months. In cases 
of MB diseases review is done every 3 months 
after release from control for a surveillance 
period of 10 years. Any sign of activity during 
this period calls for a further course of MDT 
for another 24 months. 


The Government of India has modified the 
World Heallth Organisation regimen for 
lepromatous leprosy as follows:- 


- Rifampicin 600 mg daily x 14 days. 
- Clofazimine 100 mg daily x 14 days. 
- Dapsone 100 mg daily x 14 days. 


This is followed by the MDT programme 
of the World Health Organisation as for MB 
disease as described earlier. 


Persons suffering from  lepromatous 
leprosy do not possess cell-mediated immunity 
(CMI) and immuno-therapy with an objective 
to induce effective CMI in these persons has 
been tried as follows:- 


1) Intravenous injections of peripheral 
blood lymphocytes obtained from patients 
with TT or from healthy donors possessing 
vigorous CMI and a strongly positive Lepromin 
(Mitsuda) reaction. 


2) Intravenous injections of Transfer 
Factor (TF), an extract of lymphocytes from 
patients suffering from TT leprosy. 


3) Intradermal injection of the vaccine, 
containing heat-killed M.leprae (HKML) 
from armadillos and living BCG, in both 
deltoid regions and upper part of the back, 
which may be repeated three or four times at 
intervals of 2-3«months. 


Treatment of Reactions:- 


The successful managements of reactions 
in leprosy is early diagnosis and the timely 
initiation of anti-inflammatory measures. 
The possible precipitating factors should be 
removed and anti-leprosy treatment should be 
continued in full dosage without interruption. 


Any type of leprosy, except on early in- 
determinate may undergo a sudden exacer- 
bation. Sometimes this reaction тау be due 
to immunological changes following effective 
chemotherapy and reduction in bacillary load. 
Reactions may also occur spontaneously or 
may be participated by inter current infections, 
anemia, mental and/or physical stress, puberty, 
pregnancy, parturition or surgical intervention. 


The cardinal principles of treatment are 
as follows:- Rest, both physical and mental, 
if necessary with appropriate sedation is most 
essential. 


Tvpe 1 reactions: 


Corticosteroids are the treatment of choice 
for type 1 reactions since neurities and ulce- 
ration frequently occur in these patients. 
Acute neuritis should be treated as a medical 
emergency. Surgical intervention may be 
necessary to release the pressure caused by 
oedema and cellular infiltrate. If prompt 
and adequate treatment is not given the nerve 
damage may become permanent. 


For severe reactions, prednisolone in a 
starting dose of 30-40 mg/day is used. The 
lowest daily dose that will relieve in the symp 
toms should be used for the shortest possible 
time. The treatment should never be stopped 
abruptly and the dose should be gradually 
decreased. Supporting therapy in the form 
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of suitable splints is advisible for paralysed 
muscles. In addition, passive and active excer- 
cises will stimulate muscle recovery and pre- 
vent joint stiffness. Intraneural and/or peri- 
neural injections of a suspension containing 
lignocaine, hyaluronidase and hydrocortisone 
can be given for the relief of severe nerve 
pain. These are however, liable to damage 
the nerve and therefore systemic coortico- 
steroids are to be preferred as they relieve 
infiltration in all nerves and not just those 
into which the drug is injected. 


The reduction in the dose of prednisolone 
can be made anywhere from twice weekly to 


' once every 2 or more weeks depending оп 


each individual case. It is not always advisible 
to rapidly taper a patient off prednisolone 
particularly where significant neural damage 
has occured and progressive recovery is noted 
with therapy. The dose should be maintained 
until recovery is complete or no further re- 
covery is evident., A nerve conduction study 
is a useful guide. 


For milder forms of reactions analgesics 
and anti-inflammatory drugs as aspirin in doses 
upto 600 mg x 4 times daily and chloroquine 
up to 150 mg x 3 times daily can be used. The 
combination of aspirin and chloroquin is often 
more effective than either drug alone. 


Type 2 (ENL) reactions:- 


The management is in most aspect similar 
to that of type 1. Symptomatic measures such 
as aspirin and sedation may be sufficient for 
mild cases but prednisolone should always 
be used when neuritis is present, although at 
a lower dose of 20-30 mg/day and rapidly 
tapered off. 


Clofazimine in doses of 300 mg/day is also 
used. It serves both as an anti-leprotic and 
as an anti-reaction agent. It is also useful to 
wean the patient off from steroids. 


The drug of choice for ENL is however 
Thalidomide. It is essentially non-toxic and 
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well-tolerated though it is teratogenic. It is 
usually started in a dose of 100 mg x 3 or 4 
times daily and then tapered off over a period 
of 3-4 weeks. 


The alternativie to the above are chloro- 
quine and the antimonials. Chloroquine is 
started in a dose of 250 mg x 3 times daily for 
a week, then lowered to twice daily for a week 
and then to once daily for a week. Potassium 
antimony tartrate must be given intravenously 
starting with 30 mg as a 0.5 - 1% solution and 
not exceeding a total dose of 500-600 mg. 


Zinc Sulphate (220 mg daily) given orally 
after meals was found to restore the initial 
low serum zinc levels of patients with MB 
leprosy and has been reported to be effective 
in recurrent ENL. 


Patients with tuberculosis are proné to 
ENL reactions. Treating the tuberculosis in 
such cases prevents ENL reactions. 


ENL is often accompanaied by acute 
iridocyclitis and acute epididymo-orchitis. 
Acute iridocyclitis is treated with hourly 
instillation of corticosteroid eye drops by day 
and/or subconjunctival injections of hydro- 
cortisone and application of a corticosteroid 
ointment at night. The pupil must be kept 
dilated to prevent adhesions. Epididymo- 
orchitis is treated with bed rest, analgesics 
and oral corticosteroids. The scrotum is sup- 
poroted by a suspensory bandage. 


(Dr. N.C. Wilson, Dr. Jayakar Thomas) 
* * * 


Dr. Sandeep Kumar Dey, & 
Dr. (Mrs) P. Chaturvedi, 
MGIMS, Sevagram. 


We had gone through the article concern- 
ing the rarely reported case of angioimmuno- 
blastic lymphadenopathy by Kundaje et al, 
published in the April, 1989 issue of your 
concerned journal. It is a quite uncommon 
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entity and has received much attention in thë 
past few years because of its distinct benign 
morphology and lethal course. In the above 
reported case, it is mentioned that the disease 
is immunologically mediated with proliferation 
of B-cells and a profound deficiency of T-cells. 
However, to our knowledge and in the lite- 
rature presently available, this entity is chara- 
cterized by typical morphological triad 
(Lukes and Tindle 1975) and features like 
hyperglobulinaemia, plasma cells and plasma- 
cytoid immunoblasts, which is regarded as 
functional expression of the B-cell system. 
But T-cell impairment with angioimmuno- 
blastic lymphadenopathy is not described 
in the literature. This entity which resembles 
morpholigicaly and clinically Hodgkin’s 
lymphoma, the above mentioned feature of 
B-cell expression helps in differentiating 
between the two conditions. Such immuno- 
blastic lymphadenopathy with associated 
T-cell impairment is quite uncommon. T-cell 
impairment is seen more commonly in Hodg- 
kin’s disease. 


1. Lukes RJ, Tindle BH. Immunoblastic 
lymphadenopathy; a hyperimmune entity 
resembling Hodgkin’s disease. New Eng. 
J. Med. 292, 1 - 12, 1975. 


Reply 


Angio-immunoblastic lymphadenopathy 
is an uncommon clinical entity and our under- 
standing of the condition is not yet complete. 
T-cell impairment has been described in the 
literature. The latest edition of Harrison’s 
Principles of internal Medicine (11th Edition, 
Page 1565) states “A proliferation of B-cells 
and a profound deficiency of T-cells have 
been demonstrated”. 


Fizerra et al' have suggested that as a 
consequence to a defect of the T-lymphocyte 
system, the physiological suppressive T-cell 
influence on the B-lymphocyte may be lost 
with resulting proliferation and hyperactivity 
of B-cell system. 


АШ? is a combination of T-lymphocyte 
depletion and B-cell hyperactivity.? 


References: 


1. Frizerra G, Moran EM, Rappaport Н, 
Angio-immunoblastic — lymphadeno- 
pathy. Diagnosis and clinical course. 
Am J. Med. 1975; 59; 803-818. 


2. Palutke M, Khilanai P, Weise В, 
Immunologics and Electorn Micro- 
scopic characteristics of a case of 
immunoblastic lymphadenopathy. 
A. J. Clin Pathol 65, 929- 941, 1976. 


(Dr.G.N.Kundaje) 
* * * 


Bharat Bhushan Gupta 
Dinanagar, 
Punjab. 


Q. I am eager to learn the treatment of 
first degree piles by injection therapy 
and second degree piles by band treat- 
ment. 


A. Selection of cases for injection therapy 
and rubber band ligation for piles: 


First degree piles and early 2nd degree 
piles can be treated by injection therapy. 
Second degree piles can be managed by 
rubber band ligation. A careful perianal 
examination and proctoscopic exami- 
nation is necessary to find out if there 
are any associated lesions like fissure in 
anus, circumferential main tag, fistula 
and hypertrophied anal papilla. Except 
acute fissure in anus the presence of any 
other lesion is a contraindication for injec- 
tion therapy and rubber band ligation, 
because these conditions themselves 
require surgery. Moreover inflammation 
occuring after injection therapy or rubber 
band ligation may result in oedema to 
the circumferential skin by and further 
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enlargement of the anal papilla. When acute 
fissure is present, injection therapy or rubber 
band ligation for piles should be done after 
the symptoms of acute fissure subside with 
conservative treatment. 


Material used for injection therapy: As we 
have already mentioned in this correspon- 
dence section for piles injection in the previ- 
ous issue, 5% Phenol with ground nut oil is 
used for injection therapy. The fluid can be 
autoclaved. 


Preparation of the patient: No special prepa- 
ration is needed. But it is better the rectum 
is empty at the time of injection. Technique 
of piles injection: left lateral position with 
full flexion of right hip and right knee is ideal 
for injection therapy. Though special procto- 
scope for piles injection is available, the 
commonly used one will serve the purpose. 
The injection fluid is given at the site of pedi- 
cles of the piles with the help of 10 cc syringe 
fitted with a locking 20 gauge strongest needle 
of 10 cm length. Special needle and syringe 
like Galeriel is not essential. At each pedicle 
5-7 cc of 5% Phenol in ground nut oil is given 
in the submucus plane and not in the muscle 
layer and it should not be given close to the 
dentate line. 


After care: The patient is advised complete 


rest, with the foot end of bed raised for 24-48 
hours. Normal diet is allowed with more 


* * * 


vegetables and fruits. Mild laxative like liquid 
paraffin is given for about one week. Usually 
anglgesic may not be required. Injection 
therapy may have to be repeated after one 
month if symptoms occur. 


Rubber Band ligation: The principle in the 
treatment of piles by rubber band ligation is, 
at the site of ligation the vessels get constricted 
and slowly go for thrombosis and as the result 
the pile mass distal to the ligation sloughs 
out and falls off. The position of the patient 
is like that for injection therapy and the procto- 
scope is passed per anum. The rubber band is 
applied to the pedicle of the pile with the help 
of Barran rubber band ligation and grasping 
forceps. The pedicle is pulled into the lumen 
of the inner drum of the ligation by the grasp- 
ing forceps and once the desired length of the 
pedicle is pulled, the rubber band is applied. 
It is better to apply to 7 and 11 O' clock piles 
in the first time and to 3 О’ clock pile after 
one month interval to avoid anal stenosis. 


The rubber band usually falls off on 6th-7th 
day, leaving a raw area which may take 2-3 
weeks to heal. There may be some bleeding 
when the rubber band falls off. In that case. 
complete bed rest with foot end of the bed 
raised for 12-24 hours is necessary. The follow 
up treatment after rubber band ligation is 
like that for piles injection therapy. 


(Dr. P. Sivalingam) 


* * * 


Correct answers received for the “Саве of the month" - September '89 


Dr. V.V. Hiramath 
Veershwar Clini.C. 
Haramasagar. 


Dr. A.P. Naveen Kumar, 
The Jeypore Sugar Co. Ltd., 
Rayaaada, Orissa. 


Dr. B.R. Shenoy 
Sargum, 
Mysore. 
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Injections - 500 : ampicillin 250 mg cloxacillin 250 mg. 
Injections - 250 : ampicillin 125 mg cloxacillin 125 mg — 
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| Magnacillin | 


Ampiciltin, protected and potentiated by Cloxaeillin 
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ampicillin prescription 


zh 


MAPRA 





Tablets/Suspension 


Kit-Kst 


Mebendazole 100mg per tab/per 5ml Susp. 






Broad spectrum anthelmintic MB Ee 
(CX 


The same dose anthelmintic 
for surer and safer results 













For Controlling night emission, 
Spermatorrhoea, Prostatorrhoea, 
excessive libido, premature 
ejaculation 


Svergen 

Spermatogenic tonic for male 
sterility. Nervous debility, seminal 
complaints. 


Potenza 


For sexual neurasthenia, Impotence 
and debility in young men. 


Royal Eipha 


For sexual weakness, impotence, 
psychic sex disturbances in middle 
aged men. 


Virogen-G 

For chronic impotence, sexual 
neurasthenia, psychic impotence in 
men over 50. 


Power Pills 


For temporary increase of retention 
and sex vigour. 


Tila Sultani 


External rubefacient for eradicating 
impaired blood circulation 
necessary for strong erection. 
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ASTHMA VACCINE 
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Occasional Review 





Aging Effects in the Respiratory System 


As a person becomes older, all his organs 
and tissues age, and the effects of aging as 
observed mainly in the respiratory system 
may be summarized as shown in the Table 
according to our experience. 


Effects of aging on the respiratory system 








Reactivity of the CO, Мр 
respiratory center Exercise load I 
Ventilatory response Shallow and fast ventilation 
with shortened inspiration 
time increase of role of dia- 
phragmin ventilatory motion 
Ventilatory function VC (vital capacity) D 
RV (residual volume) I 
FEV, (1-second volume D 
Vmax L D 
Gas exchange function Diffusion capacity D 
CV (closingvolume) I 
Arterial blood gas pH N 
PCO, N 
PO, D 
Airway clearance Cough reflex D 
Ciliary movement N,D 
Function of macrophage N,D 
Morphological changes Ductectasia (dilation of 
peripheral airway) 
“Cotton candy” lung 
D = Decreased I= Increased М = No change. 


The respiratory centre responding to CO, 
loading at rest is well preserved even in older 
people, but the aged shortens the inspiration 
time and increases respiratory frequency to 
maintain minute ventilation at the level in 
youth. When loaded with exercise, the elderly 
show a higher oxygen equivalent than younger 
people. The output from the respiratory 
centre of the aged is significantly increased 
as compared with that of younger subjects, 
and overcoming the increase in the pneumo- 
thoracic system impedance, the mean inspi- 
ratory flow rate increases to keep ventilation 
at a high level. 


Ventilatory function decreases linearly 
as age advances in the vital capacity FEV,, 
FEV,% and MMF as measured by spiro- 
gram. In the flow-volume curve in the aged, 
since there is a greater decrease in the expi- 
ratory velocity toward the end-expiratory 
volume, the descending limb is convex toward 
the lower side compared with the curve of 
younger people. Therefore, both the Vso 
and У; decrease, but the decrease of the 
latter is more obvious. 


The arterial blood gas, which represents 
comprehensively the respiratory function, 
does not change remarkably in terms of the 
pH or CO, partial pressure (РСО,), but the 
О» partial pressure (PO;) decreases almost 
linearly as age advances. Diffusion capacity, 
which decreases with. age, was once related 
to this decrease in PCO3, but this change is now 
attributed to represent an increase in the clos- 
ing volume. Although the arterial PO, decrea- 
ses in the aged, it will not drop by age-related 
changes alone to 60 torr, which corresponds 
to the level of respiratory failure. 


The cough reflex plays the principal role 
in airway clearance in the wide airways, ciliary 
movement at the bronchial level, and the macro- 
phage in the alveolar region. The number of 
alveolar macrophages and airway ciliary move- 
ment are maintained very well up to an advan- 
ced age, but peak flow, which represents the 
expectoration force to clear up sputum by 
cough, decreases linearly as age advances and 
is decreased further by emaciation. 


Hence, the effects of aging in the respi- 
ratory system are most candidly manifest in 
decreasing airway clearance ability and res- 
piratory reserve. The lungs are directly expo- 
sed via airways to the environment. The 
characteristic features of lung anatomy in 
addition to those functional derangement 
are responsible for its vulnerability to the 
development of pneumonia and fatal sequelae. 


(Asian Med. J. 31(3), 1988) 
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DF-2 infection 


DF-2 (dysgonic fermenter type 2) is the 
designation assigned by the Centers for Dise- 
ase Control, Atlanta, U.S.A. to a slow grow- 
ing, non-motile, pleomorphic, Gram negative 
bacillus first identified in 1973. Four years 
later Butler implicated this organism in a new 
disease of man a septicaemia that is associated 
with exposure to animals and pre-existing ill- 
ness, particularly splenectomy and alcohol 
abuse, and that is often fatal. Thus far 52 cases 
of DF-2 infection in man have been described 
in reports published in English. 


DF- infections have been reported world- 
wide; and all ages seem to be vulnerable. It 
is a zoonotic infection-over three quarters 
of patients have been exposed to dogs. Cats 
and wild animals have also been implicated. 
DF-2 is part of the normal oral flora of healthy 
dogs and has been isolated from the mouth 
ofa dog whose bite resulted in DF-2 infection. 


DF-2 is an opportunistic pathogen of low 
virulence. A third of patients with the infec- 
tion have had splenectomies, a quarter are 
alcoholics, and 15% have chronic respiratory 
disease. Subjects whose immune systems are 
suppressed are also vulnerable. The clinical 
consequences of DF-2 infection range from 
the indolent to the rapidly catastrophic. Most 
commonly it causes severe community acqui- 
red septicaemia that affects many organs. 
Patients commonly suffer disseminated intra- 
vascular coagulation, endocarditis, pneu- 
monia, purulent meningitis, and symmetrical 
peripheral gangrene (often requiring amputa- 
tion) Oligoarticular arthritis, myocardial 
infarction brain abscess, and membrano- 
proliferative glomerulonephritis have also 
been reported. In those who were previously 
healthy-that is, about a fifth of all cases, 
infection may be less dramatic. 


A confluent, blanching, maculopapular 
rash is often seen, and petechiae may indicate 
a coagulopathy. A necrotising eschar at the 
site of injury may be characteristic, but cellu- 


litis is more common. Inoculation of DF-2 
into the eye has resulted in corneal perforation 
and  angularblepharitis without systemic 
disturbance. 


DF-2 has been isolated mostly from blood 
cultures, but also from cerebrospinal fluid 
and conjunctival swabs. Gram staining of the 
buffy coat has allowed early diagnosis parti- 
cularly in patients who have had a splenec- 
-tomy. The organism is difficult to culture and 
detect by standard methods. 


DF-2 is sensitive to most antibiotics but 
is resistant to aminoglycosides. Penicillin G 
is the best treatment. DF-2 infection is a parti- 
cular hazard to patients who are immuno- 
compromised and those who have had a 
splenectomy, and such patients should be 
made aware of the dangers keeping pets. 
Although the clinical features are usually non 
specific a history of animal contact and the 
well established predispositions should suggest 
the diagnosis. As the interval between injury 
and presentation may be upto two weeks, 
however, the history of animal exposure is 
easily overlooked and with it a vital clue to 
the diagnosis. 


As laboratory confirmation is often de- 
layed, however, prompt empirical treatment 
may have to be started on clinical suspicion 
alone. 


, (BMJ Vol 297 Nov 88) 


* * * 


Treatment of hypothyroidism with thyroxine 
sodium 


It is well recognised that many hypothyroid 
patients receiving thyroxine replacement 
treatment have raised serum thyroxine con- 
centrations and yet the concentrations of the 
metabolically active hormone triiodothyronine 
are normal. Such patients are generally found 
to be clinically euthyroid. The average daily 
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requirement of thyroxine for hypothyroid 
patients is 150 џи daily. In more than half of the 
patients receiving this dose the serum thyro- 
xine concentration is abovethe normal range. 
It is uncertain whether this matters. A suppres- 
sed thyroid stimulating hormone concentra- 
tion may not necessarily imply over treatment 
as its level is determined by the serum thyro- 
xine concentrations so it will tend to be sup- 
pressed by raised serum thyroxine concentra- 
tions in the presence of a normal serum triio- 
dothyronine concentration. 


There are those who regard biochemical 
tests of thyroid function as of little if any value 
in monitoring patients receiving thyroxine 
replacement. Hyperthyroidism and hypothy- 
roidism each cover a wide range of thyroid 
function and clinical diagnosis of mild cases 
may be difficult. Furthermore, it is not known 
whether the cardiac complications of floride 
thyrotoxicosis such as artrial fibrillation, car- 
diomyopathy, and ventricular fibrillation 
occur in subclinical cases. There is therefore a 
place for biochemical tests in treated hypo- 
thyroidism. If the serum thyroid stimulating 
hormone concentration is raised the replace- 
ment treatment is inadequate. If the serum free 
triiodothyronine concentration is raised the 
dose is excessive. If the serum thyroxine con- 
centration is raised but the thyroid stimulating 
hormone concentration is not suppressed the 
dose is probably correct. If the serum thyroxine 
concentration is raised and the thyroid stimu- 
lating hormone concentrations suppressed it 
is probably wise to attempt to reduce the re- 
placement dose. 


(BMJ Vol 297 Nov.88) 
* * * 


Hyperthyroidism presenting as pyramidal 
tract disease 


Recognised neuromuscular disorders 
associated with hyperthyroidism include thyro- 
toxic myopathy, muscle cramps, periodic 
paralysis, myasthenia gravis, exophthalmic 
ophthalmoplegia, and thyrotoxic neuropathy. 





Thyroid hyperactivity may also affect the 
central nervous system, resulting in con- 
fusional states, behavioral abnormalities, 
coma, seizures, or movement disorders. 
Pyramidal tract dysfunction is not usually 
listed among the well established neurological 
syndromes associated with hyperthyroidism. 
Though rare, it is important not to miss this 
condition, which is reversible with antithyroid 
treatment and which may be mistaken for a 
progressive and untreatable illness such as 
motor neurone disease. 


Paraparesis associated with thyrotoxicosis 
was described by Charcot in 1889. This was a 
flaccid paraparesis with absent reflexes and 
without associated motor neurone signs. The 
condition was labelled Basedow’s paraplegia 
by Joffroy in 1894. Similar patients described 
later were shown to have a thyrotoxic poly- 
neuropathy affecting predominantly the legs. 
Upper motor neurone signs in association 
with thyrotoxicosis have only rarely been 
reported. Early publications contain reports 
of patients with thyrotoxicosis who developed 
hemiparesis or paraparesis. In many of these, 
the cause-effect relation is obscure and definite 
conclusions cannot be reached. In a review of 
published work we found only nine adequately 
documented cases of pyramidal tract dysfunc- 
tion in association with hyperthyroidism. 
Features emphasised on those reports included 
spastic weakness in the legs as well as hyper- 
reflexia, clonus, and extensor plantar responses. 
Occasional patients also have impaired vibra- 
tion sense and proprioceptive function, 
bladder spasticity and urinary incontinence, 
or impaired consciousness. Some patients 
have lower motor neurone as well as upper 
motor neurone disease. Treatment of the 
hyperthyroid state usually results in complete 
or nearly complete recovery of the upper 
motor neurone signs. 


The pathophysiological basis of pyramidal 
tract dysfunction in hyperthyroidism is un- 
known. It is becoming clear, however, that 
thyroid hormones act directly on the adult 
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nervous system in complex and important 
ways. In mature rat brain, hyperthyroidism 
causes a substantial increase in striatal adreno- 
ceptors, striatal dopaminergic neuronal 
activity, and presynaptic adrenoceptor func- 
tion. Complex and regionally specific changes 
in brain nuclei, concentrations of serotonin, 
5-hydroxyndoleacetic acid, and substance P 
have also been recorded. Activities of some 
brain enzymes are sensitive to thyroid dis- 
function. Hyperthyroidism reduces the actvity 
of glutamate dehydrogenase and pyruvate 
dehydrogenase in the brain. The pathophysio- 
logical effect of fluctuations of thyrotrophin 
releasing hormone in the hyperthyroid 
state may be important in the genesis of 
neurological complications. Further histo- 
pathological and neurochemical studies in 
animal models may help shed light on the 
mechanisms of pyramidal tract dysfunction 
in hyperthyroidism. 


(BMJ Vol 297 Nov.88) 


* * * 
Spondylolisthesis 


Forward displacement of one or more of 
the lower lumber vertebrae occurs in spondylo- 
listhesis. This may be due to degenerative 
causes associated with intervertebral disc 
lesions, but in the congenital form it may be 
either the dysplastic variety, with abnormali- 
ties of the upper sacrum and the neural arch 
of the fifth lumbar vertebra, or isthmic, with 
lesions in the pars articularis. Associated feat- 
ures of the pars may also occur. The condition 
is best diagnosed by lateral lumbosacral radio- 
graphy and is graded one to four in severity 
depending on the degree of forward slip. The 
congenital form is commoner in men, present- 
ing with back pain and stiffness related to 
posture. Altered vertebral positions тау 
cause nerve root entrapment and referred 
pain to the region of the sacroiliac joints, the 
hip, often the thigh, and along the distribution of 


the sciatic nerve. If severe it may even cause 
sphincter disturbance, though this is rare. 
The pain is a constant ache aggravated by 
standing or walking, sometimes with a sharp 
pain when lifting, bending, or getting up from 
a chair. If the forward slip is severe, the cauda 
equina may bé compressed, leading to dis- 
comfort in the legs when the victim walks 
beyond a threshold distance, a handicap 
characteristically seen in elderly men. 


Treatment should be conservative at first 
with the physiotherapist encouraging repeti- 
tive static exercises of the spinal flexor and 
extensor muscles. Isometric abdominal mus- 
cle exercises may relieve some of the load on the 
spine by increasing intra-abdominal pressure. 
These patients need advice about posture, 
and the physiotherapist should tell them how 
to lift without bending the spine forwards, 
holding the load close to the chest. They need 
proper chairs with adequate squat height and 
lumbar support and advice about car seats, 
which should provide adequate lumbar support. 
Sufferers should keep their weights down, 
avoid twisting movements, and sleep on a 
firm mattress. Patients may need the lavatory 
seats raised and bath aids. Analgesics may 
be required, and if these do not control the 
pain sufficiently a simple lumbar support (to 
raise the intra-abdominal pressure) may be 
needed. The disadvantage of these supports 
is that the spinal muscles may be weakened 
and the spine subsequently stiffen. 


Most patients do not require surgical 
stabilisation but if conservative measures are 
inadequate or there are signs that the nerve 
roots are affected, further investigation is 
needed. A computed tomogram will show the 
shape of the spinal canal and any apophyseals 
joint subluxation. A radiculogram may also 
be necessary to assess the degree of block. The 
lesion may vary from minimal deformity to 
complete block. Posterior wedging of the 
body of the fifth lumbar vertebra may be seen. 
If this is not present, but nevertheless a comp- 
lete block is shown in a radiculogram with 
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root pocket amputation, this is a strong indi- 
cation for surgery. Forward slip of more than 
half the diameter of the vertebral body may 
also be an indication for surgery, probably in 
the form of internal fixation with a screw and 
bone graft. Decompression of the theca and 
the appropriate lumbar nerve roots with 
excision of the loose lamina is also a useful 
surgical procedure. 


(BMJ Vo! 297 Nov 88) 
* * * 


The haematology of tuberculosis 


The wide ranging changes in the blood 
and bone marrow associated with tuberculosis 
continue to pose a challenge to medical practi- 
tioners. four broad categories define the 
special relationship between tuberculosis and 
the blood. 


Firstly (and perhaps commonest) are 
patients with a proven diagnosis of undissemi- 
nated tuberculosis; here the features are those 
of a reactive or chronic inflammatory state. 
Most characteristically there is normochromic 
and normocytic anaemia, which with the 
passage of time and persisting infection, may 
impair release from mitochondria, resulting 
in hypochromic and non-sideropenic micro- 
cytosis; reactive thrombocytosis is a well 
documented concomitant finding. Body iron 
sources may, however, become exhausted 
when chronic debility impairs iron intake, 
extensive involvement of the upper small 
bowel renders absorbtion defective, or there 
is associated occult gastro-intestinal tract 
blood loss. Megaloblastic haematopoiesis, 
due to extensive involvement of the small 
bowel, may result in mal-absorbtion of folate 
or vitamin B causing anaemia or neutropenia, 
but, as with polymorphonuclear leucocytosis 
and hypoplastic anaemia, these findings are 
rare in our experience. The second major 
group consists of individuals with disseminated 
or miliary tuberculosis. Profound changes 
in the immune status may result in bizarre 


haematological disturbances that may ante- 
date the diagnosis of tuberculosis. 


Monocytosis is common and a leukaemoid 
reaction involving the myeloid series may 
closely mimic chronic granulocytic or acute 
non-lymphoblastic leukaemia. Immune 
thrombocytopenia is not infrequent, and 
examples of pancytopenia and even marrow 
hypoplasia have been described. In these cases 
there is support for immunologically mediated 
suppression of haematopoiesis, with leuco- 
penia and pancytopenia. Furthermore, it is 
now clear that impaired killing of the micro- 
bacteria by macrophages is compromised in 
patients who have cobalamin deficiency, so 
that racial groups in which vegetarians are 
more common than omnivores may have 
additional cellular disfunction contributing 
to vulnerability to these infections. Infre- 
quently, haematological studies may reveal 
leucoerythroblastic features, with secondary 
myelofibrosis, occasionally accompanied 
by a polyclonal increase in immunoglobulins. 


In a third group of patients antituberculosis 
drugs produce haematological changes. Auto- 
immune thrombocytopenia and anaemia occur 
with both rifampicin and para aminosalicyclic 
acid, while the latter agent may on occasion 
give rise to agranulocytosis or even marrow 
aplasia. Another distinctive haematological 
finding is the development of sideroblastic 
anaemic after administration of isoniazid, 
cycloserine and pyrazinamide. 


In the fourth and final group of blood 
dyscrasias tuberculosis presents in an unusual 
haematological guise. These include hairy cell 
leukaemia, or bone marrow necrosis and 
lymphoma. Even more unusual associations 
may be those mimicking the effects of viral 
infections with extensive histiocytic haemo- 
phagocytosis in the marrow, or presenting 
as a chronic myeloproliferative syndrome, 
usually myelofibrosis with or without leuco- 
erythroblastic peripheral blood features. 


(SAMJ Vol 75, Feb. 89) 
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The beginnings of modern medicine 


A landmark was the first, brilliant pub- 
lished work of William Heberden (1710-1810) 
whose “Ап essay on mithridatium and theri- 
aca" of 1745 did the subject a great deal of 
good by ridiculing its superstition and poly- 
pharmacy. The beginnings of clinical phar- 
macology and modern immunology can be 
dated from the appearance in Birmingham 
in 1785 of "An account of the foxglove, and 
some of its medical uses" ... by William Withe- 
ring (1741-1799) and the 1798 pamphlet, *An 
inquiry into the causes and effects of the 
variolae vaccinae"... of Edward Jenner (1749- 
1823) of Gloucestershire. Withering's account 
of digitalis, which provides the first scientific 
monograph on one drug in the literature, 
has been reviewed elsewhere. The discove- 
ries of Withering and Jenner are really part 
of the small cluster of events which, almost 
exactly 200 years ago, marked the beginnings 
of modern medicine. 


The pastoral world that Withering and 
Jenner knew was vastly changed by the later 
phases of the Industrial Revolution. 


The main groups of drugs of the early 
19th century were the alkaloids and glyco- 
sides; the early inhalational anaesthetics 
followed in the middle years of the century 
and the early analgesics and barbiturates 
represented the discoveries of the later part 
of the century. The discovery of drugs of this 
type encouraged the growth of a pharma- 
ceutical industry employing medicinal che- 
mists and biological scientists who replaced 
the herbalists and apothecaries of the pre- 
vious generations. 


The first British Pharmacopoeia was of 
1864. Up to 1910 scientific medicine recog- 
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nised as specific remedies only quinine, the 
alkaloid from cinchona which could eradi- 
cate certain malarial parasites; emetine, 
the alkaloid from ipecacuanha, which could 
eliminate the protozoal organisms of amoe- 
bic dysentery; and mercury, which some- 
times killed the*spirochaete of syphilis before 
the syphilitic. 


The chemotherapeutic revolution had 
its beginnings in the studies of Paul Ehrlich 
(1854-1915) at the turn of the century. Ehr- 
lich’s compound number 606, of his arse- 
nical series was shown to be highly active 
in vivo against Treponema pallidum and 
in 1911, just before World War I, this drug 
was introduced, as ‘Salvarsan’, for the treat- 
ment of syphilis. The vitally important dis- 
covery of penicillin by Sir Alexander Fleming 
(1881-1955) took place in 1928 but, as is well 
known, the classical papers reporting the 
isolation and first clinical exploitation of 
the remarkable antibiotic had to await the 
World War II years of 1940 and 1941. A cas- 
cade of antibiotics and antimicrobial agents 
followed. 


BCG was first used as a prophylactic in 
children in 1921; the discovery of insulin was 
reported in 1922; digoxin was iselated in 
1930; and prontosil red, the first of the sul- 
phonamide drugs, was used in 1935. Strepto- 
mycin was a wartime drug - its key date of 
discovery being 1944. Vitamin B12 was first 
shown effective in pernicious anaemia after 
the war, in 1948. Pronethalol and then pro- 
pranolol, the lead drugs of the adrenergic 
beta blocking agents were of 1962. Cimetidine, 
the H2 receptor blocker arising from equally 
brilliant use of receptor theory, came a 
decade later, its key reports being in 1972. 


(J. of Royal Soc. of Med. Vol. 81 Dec. 88) 


* * * 
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Book Review 


100 case Histories for the FRCS 


L.C. Barr 
M.R. Pittam 


Publishers: Churchill Livingstone, 


London. 


Publications: B.I. Publications, 
Promotion Department, 
61-63, Lakshmi Building, 
4th Floor, Sir P.M. Road, 
Bombay - 400 001. 


Year: 1989 
Price: £ 9.95 


One hundred case histories are presented, 
encompassing a wide range of clinical prob- 
lems encountered by general surgeons and 
surgeons of sub-specialities. Each case history 
poses 2-3 questions on diagnosis, manage- 
ment or complications, as a test of compre- 
hension. The assortment is random. The 
answers are fairly explanatory and together 
with the case histories, make a good revision 
of the topic(s). By perusing and answering 
the case histories all pertaining to a particular 
area (the case histories are serially numbered. 
These are shown classified according to the 
area, on page viii), one's comprehension of 
a specific area is enhanced. The only con- 
straint is that, if one attempts to read the 
histories totally at random, then he may have 
a glimpse of the answers before he reads the 
case. If all the answers are given together, 
in the end, this could be avoided. On the 
whole, it is an enjoyable intellectual exercise 
and a refreshing way of checking oneself, 
if one can afford to buy this and other similar 
books. 


(Dr. N. Hariharasubramanian M.D., Ph.D.) 
* * * 
“MCQs in Clinical Pharmacology” 


I.B. Davies 
A.J. Sinclair 
S.H.D. Jackson 


Publishers: Churchill Livingstone, 


London. 


Publications: B.I. Publications (P) Ltd., 
Promotion Department, 
64-63, Lakshmi Building, 
4th Floor, Sir P.M. Road, 
Bombay - 400 001. 


Year: 1989 
Price: £ 6.50 


This book, the latest on MCQs in the 
subject of Pharmacology will be an useful 
addition to the medical section of any library. 
It will not only be of immense use to a student 
in Pharmacology but will also be found stimu- 
lating to students in clinical medicine. As 
acknowledged by the authors themselves, 
some of the questions are really tough and 
even an informed reader in Pharmacology 
will find them quite difficult. 


The MCQs cover a very wide area in 
Clinical Pharmacology. However, the orga- 
nization of the questions under various chap- 
ters, would have been more effective, if done 
on the basis of drug use or category of drugs. 


The book is strongly recommended as a 
very useful and indispensable aid to post- 
graduate students in Medicine and Pharma- 
cology. 


(Dr. S. Vembar) 


* * * 

Text Book of Medicine 

I Edition 

Publishers: New Central Book Agency, 
8/1, Chinkamani Das Lane, 
Calcutta - 700 009. 

Year: 1989 


Price: Rs. 150/- 
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This text book on medicine, edited by 
Prof. Dr. С.С. Mookerjee has multiple 
authors mainly from the Armed Forces. This 
new book is well arranged and easy to read. 


The chapter on infectious disease is good 
and suited for our set up. Thé main emphasis 
on therapy and prevention and it is upto date. 
Some ofthe hand drawn diagrams are excellent 
and there are many useful tables. 


Even though this book cannot be used 
as a reference text on medicine, this can be 
recommended for undergraduates as stand- 
ard text book and practitioners for current 
therapy. 


The chapter under the heading “Miscell- 
aneous" has very useful formations on malaria 
and management of poisons and also on high 
altitudes, heat stroke etc. There is an inte- 
resting chapter on yoga at the end. 


(Dr. N. Kasi Rajan) 
* * * 


Diagnostic and therapeutic procedures in 
Obstetrics and Gynaecology 


Mina Bhattacharya 
Shshank Parulekar 


Publications: Samant & Co., 
33, Mangesh Sadan, 
246, L.J. Road, Dadar, 
Bombay - 400 028. 


Year: 1985 
Price: Rs. 96/- 


Mina Bhattacharya and Shshank Parulekar 
have designed the book as real guide for 
medical students. A glance over this book 
before examination will really make the 
student come out with flying colours. This 
book can even be recommended as a book 
for reference to final year undergraduates. 


(Dr. Jayam Kannan) 


* * * 


Contraception 


John Gulleband 
Publishers: Churchill Livingstone 
London 


Publications: B.I. Publications 
Promotion Department, 
61-63, Lakshmi Building, 
4th Floor, Sir P.M. Roda, 
Bombay - 400 001. 


Excellent Book: 


This is essential for every obstetrician of 
the country, with population explosion. It 
can help in answering most of the doubts 
which the couple sometimes get, which the 
obstetrician or the family doctor might not 
even have thought of. Chapters like family 
planning for above 35 years are a welcome 
feature. We wish many more new books like 
this in fields like infertility also. 


(Dr. Jayam Kannan) 


Answers for “Medi-Quiz” 


I. A-3, B-1, C-4, D-2 VI. B 
E D ЖИ; 3G. 
Ш. B VIII. B 
IV. А EPA ED 
X B s. ae 
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Glimpse into history 


Grace of Cricket 


December is usually the time for music, 
cricket and conferences. Let me take off 
from the usual sober track, into the holiday 
mood and write this light piece: 


Doctors have distinguished themselves 
through the ages in various fields of activity 
besides their own. But there are only a few 
who have become legendary in the field of 
sports; and with the demands on time, it 
is doubtful if there will ever be in future. 
Dr. W.G. Grace, the distinguished country 
doctor is remembered by the cricket enthusi- 
asts with as much regard for as for the great 
Don (Don Bradman). The Grace brothers 
wielded the willow most powerfully at a time 
when “Medical cricket” must have been at 
its peak. In “medical cricket”, there were 
such contemporary luminaries, each of who 
set a record of his own - Sir William Osler, 
Sherrington, Robert Koch, Ehrlich and Cajal 
- to name only a few; and quite a few had 
just made a “record” in medical history - like 
Lister, Pasteur and Pavlov. This was also the 
time when the world was agog with exciting 
inventions of the inimitable Edison, Roentgen, 
Graham Bell and others. To carve a nicher 
in the hearts of the society that was dazzled 
by science, through the idyllic game cricket, 
was an unique achievement of Dr. Grace. 


Dr. Grace had a record of 126 centuries 
in English cricket, a record broken by Hobbs 
only years later. He is remembered as the 
giant of Victorian times and was as popular 
as his beard was; several stories cropped 
around both, with a touch of awe and res- 
pect. When he was captain of England, the 


* * * 


Australians set sail to contest the Ashes, to 
"singe the beard" of the English doctor, which 
they could not. 


He scored 152 in his debut at the Oval 
in 1880. He scored two hundreds in a match 
on three occasions (like Don). On five occa- 
sions, he made three hundreds in consecutive 
innings. He amassed an incredible 54000 runs 
in his cricket career which he played well into 
his fifties. 


He scored over 2000 runs and took over 
100 wickets (a “double” or is it “treble”?) 
in the years 1873-1876. He was one of the 
longest English captains against England (13 
times) and won eight of the 13 matches he 
captained, When he was well past his prime, 
he still showed what will can do - he held 17 
catches - a record which under the strain of 
captaincy was no small feat at that time. 


He was and is still spoken of as the master, 
and as the Grand Old Man of Cricket. Lord's 
gates have been dedicated to him. He was 
one of the very few amateurs who held his 
willow as long as he choose to and at his own 
will, showed himself the way out! 


Years later, we are indeed able to name 
quite a few doctors in sports-in tennis, in 
athletics, in hockey etc., but these have in- 
variably had to give up the professional career 
to excel in their other pursuits. Dr. W.G. 
Grace was priveleged to be able to sustain 
a good country practice and to stay in the 
cricket ground as well! 


(Dr. N. Hariharasubramanian, M.D., Ph.D) 


* * * 


Diethylcarbamazine given orally once weekly can be an effective, acceptable chemc 
prophylactic agent to prevent loiasis in temporary residents of regions of Africa where 


Loa loa is endemic. 


(The New England Journal of Medicine Jan. 12 89) 
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| Case of the month | 


A middle aged man presents with comp- 
laint of double vision for the past one year. 
He also has difficulty in getting up from a 
squat position. O/E he has moderate ptosis 
of both eyes; extra ocular movements are 
normal. There are no evidences of cranial 
nerve paralyses, arthritides or incoordina- 
tion. There is no muscle wasting and deep 
reflexes are slow but present. On clinical 


* * * 


suspicion by way of a diagnostic-cum-thera- 
peutic test, a drug was administered paren- 
terally. There was a dramatic improvement 
in the symptoms within 30 minutes, which 
lasted but only g few hours. 


What is the diagnosis? What was the drug 
used? 


(Dr. М. Hariharagubramanian, M.D., Ph.D) 


* * * 


Answer to the case of the month - November ^89 


The diagnosis is achalasia cardia. Good nutritional status, abscess of persistent restroster- 
nal discomfort, relief of regurgitation with position, irritant cough and sex are all suggestive 


clues. 


Corrigendum 


In the article titled “А comparison of Pulmonary function tests after oral admini- 
stration of bronchodilation" on page 538 of our October '89 issue, the co-authors 


are as follows: 


Dr. M.Y. Nadkar, 
Lecturer in Medicine, 
Nair Hospital, 
Bombay 


Miss. D.P. Khatri, 
Technician 
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Mr. D.C. Khanchandani 
Respiratory Physiologist. 


E.C.G. Quiz 





A post menopausal woman is admitted Is there any conduction block? : 


for treatment of congestive cardiac failure, N B: Precordial leads are recorded at half- 
with features of 53-54 gallop, cardiomegaly, 
lung signs and exertional dyspnoea. What 
are the abnormalities seen in*the ECG? (Dr. N. Hariharasubramanian, M.D., Ph.D) 
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We welcome ‘Quiz’ materials with clear photographs 
from our readers 


Answer to the E.C.G Quiz - November '89 


Wolff Parkinson - White Syndrome 


Short PR, Delta wave, wide QRS. Secondary ST and T changes. 
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I. Match column I with column II 


VI. Quarelet's index is; 


Colour of urine cause A. The ratio between body weight and 
I II surface area 
A Red 1. Methylene blue B. The ratio between weight and height 
B Green 2. Bilirubin C. The ratio between surface area and 
CBrown-Black 3. Rifampin height. 
D Yellow 4. Ochronosis 


VII. Normal range of glycosylated haemo- 


II. The following drugs are considered safe globin is; 
to take during lactation except; 
A. 2-3% 
A. Codeine B. 10-15% 
B. Digoxin C. 5-9% 
C. Nitrazepam D. 1-2% 
D. Salicylates 
VIII. In "sycosis barbae", sykos means 
III. АП the following are true of shingles, 
except; A. Hair, 
B. Fig 
A. It is a viral disease C. Knife 
B. Pain follows the eruption D. Dry 
C. Acyclovir is the drug of choice 
IX. Ritter's disease is; 
IV. Which of these is the most potent topical 


corticosteroid? 


A. Betamethasone 
B. Prednisolone 
C. Hydrocortisone 


A. A form of juvenile arthritis 

B. Conjunctivitis, urethritis and arth- 
ritis. 

C. Balano-posthitis 

D. Impetigo bullosa 


D. Beclomethasone 
X. Piedra is; 
V. Pupils are small in; 
A. А fungal infection of foot. 
B. Flat foot 
C. A fungal infection of Scalp hair 


A. Conjunctivitis 
B. Acute iritis 
C. Acute glaucoma 


D. Keratitis (Dr. N. Hariharasubramanian, M.D., Ph.D) 


(For answers see page -706) 
* * * * * * 


In September 1987, two itinerant workers discovered an abandoned 137 Cs radio- 
theropy unit in a deserted clinic in Brozil. They took it away on a cart intending to sell 
the leadshielding for scrap. In the next 9 weeks, 949 people were exposed to radia- 
tion, some of uhom developed severe radiation sickness and 4 of uhom died. The inci- 
dent is a sombre warning about what can happen when hi-tech devices meet lo-tech 
people. (lancet 1988; i:463). 


(SAMJ Vol. 75 No.3 4 Feb 1989) 
€——— Á''—————À———— À—ÀM ——— A CE Se ЕНГ. 
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What is the cause of and treatment for oesophageal spasm? 


Spasm describes a muscular contraction tht is of abnormal force or occurs without 
a normal initiating stimulus. Radiologically, oesophageal spasm may produce “tertiary 
waves” replacing normal peristalsis or appreciable contractions that deform the barium 
column into a segmented or spiral configuration. Pressure recordings may show peri- 
staltic peaks of abnormal force (nutcracker oesophagus) or non-progressive contrac- 
tions which may be abnormally long or strong, be repetitive, or occur without a swallow 
or other stimulus. These objectively recorded events may occur in patients who have 
pain or dysphagia but often there are no associated symptoms. 


Some patients have chest pain or dysphagia that, in the absence of any abnormal 
findings, is ascribed to “oesophageal spasm” but such diagnoses are speculative. A 
causal association can be diagnosed confidently only if symptoms occur while spasm 
is the most important and frequent cause of oesophageal spasm is recorded during 
ambulatory manometry. Gastrooesophageal reflux, which can be treated in the usual 
way. Spasm may precede the development of achalasia, though it is more frequently 
idiopathic particularly affecting nervous or tense individuals. This usually pursues a benign 
course, and aggressive treatment is not usually needed assuring the patient that no 
serious harm will result is important, Nitrites sublingually and calcium channel blockers- 
for example, nifedipine taken orally sometimes help. If symptoms are intractable and 
severe ballon dilatation of hte gastro-oesophageal sphincter or even surgical cardio- 
myotomy may be considered, but only after manometric and radiological studies. 


(BNU Vol. 298 Apr. 89) 
* * * * * * 


Untreated asymptomatic bacteriuria in girls: 


It is well established that treating young women who have asymptomatic bacteri- 
uria may do more harm than good; the bacterial strains that are knocked out by anti- 
biotics may be replaced by more virulent ones that produce symptoms. 


Some subjects with asymptomatic bacteriuria, however, will need antibiotics for 
other reasons. If so, doctors should choose ones that do not change the strains of 
urinary bacteria. A recent study suggests that in this respect erythromycin is preferable 
to penicillin. 


(B.M.J. Vol. 298 Apr. 89) 


* * * * * * 


Smokers might be helped more to give up their hobit if they were recognised as 
suffering from nicotine dependence. The severity of ^X nicotine withdrawal syndrome 
seems to be correlated with the number of cigaretters smoked, and heavy smokers may 
need to be advised about gradual dose reduction and replacement treatment with 
nicotine chewing gum. Specific withdrawal symptoms may respond to treatment with 
anxiolytics, anorectic, or antidepressant drugs. Clonidine is said to help in some pati- 
ents. Rational medical interventions may give better results than simple exhortations 
to patients to give up an unhealthy habit. 


(BMJ Vol. 297 Oct 88) 
* * * * * * 
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Guidelines to Contributors 


"The Antiseptic" is a monthly publication 
devoted to the cause of medical practice with 
an emphasis in general practice in the rural 
setting. Contributions are invited from health 
professionals in India and abroad in the form 
of original articles, reviews, short 
communications, reports of interesting cases, 
condensed extracts of useful articles appearing 
in other journals, experiences with new 
preparations, letters to the editor, etc., 
Contributions should ordinarily not exceed 8 
typed pages (double- spaced) in foolscap size, 
excluding space occupied by figures and 
illustrations. Contributions that have already 
been published in part or full will not be 
entertained, and contributions are accepted on 
the distinct understanding that they are sent 
solely to “The Antiseptic” for publication. The 
contributions are scrutinised by the editorial 
board before publication and the editor 
reserves the right to accept, alter or reject any 
contribution without assigning any reason. 


The Publisher reserves the copy right of 
contributions published in the journal. 
Reproduction in reputed medical journals is 
permissible, if credited properly, but not for 
commercial purposes. 


Preparation of Manuscripts: Manuscripts in 
English typewritten in double space on one side 
of paper should be submitted in duplicate. The 
size of the text, tables and figures should be 
such that these can be mailed to the reviewers 
under one cover. Texts should be typed leaving 
liberal margins on all four sides, so as to 
facilitate recording of comments by the 
reviewers directly on the text. Unnecessarily 
complex, extremely long and poorly written 
Manuscripts with excessive number of tables 
and/or illustrations are likely to be rejected. The 
Manuscripts should include a) a title page 
b) an abstract c) the text of the paper. 


Title Page: The title of the Manuscripts should 
include the purpose and findings of the sork. 


One complete title should be preferred to a title 
with sub titles. Titles should be followed by 
names of authors (first name, middle name(s), 
followed by suyname), address(es) of the 
Department(s) and institution(s) where the work 
was done. Educational degrees obtained from 
universities/recognised institutions alone may 
be mentioned. If the author's present address 
differs from the one at which the work was 
done, this may be indicated in the footnote on 
this page. 


Text: The text should start from next page and 
shouid be divided into introduction, materials 
and methods, results and discussions. It may 
sometimes be necessary to use sub-headings 
within some sections to clarify their content. 
For short communications there is no need to 
divide the text into aforementioned sections. 
Case reports, reviews etc. may not need the 
above format and it is recommended that the 
authors consult a recent issue of the iournal 
for guidance. 


Abstrà.t: The second page of the Manuscript 
should contain an abstract not exceeding 100 
words. The abstract should give a precise 
account of the methods, results and 
conclusions. It should be arranged in numbered 
concise paragraphs. 


Introduction: The purpose of the investigation 
should be spelt out clearly and in a concise 
fashion. Previous work having direct bearing 
on the study should be quoted. If a recent 
article has summarised the work on the subject, 
it may be sufficient to cite this article rather 
than repeating individual citations. 


Materials and Methods: The author(s) should 
describe the methods, procedures, apparatus 
(with manufacturers name and address in 
parenthesis) etc. in sufficient detail to allow 
workers to reproduce these. Details of 
established methods may however be avoided. 
A brief description may be needed for methods 





between the pial arteries and the choroidal 


arteries in the ventricles also serves in colla- ` 


teral circulation. 


Rich anastomatic net-works will protect 
the brain by circumventing obstruction in the 
main arteries. Obstruction in the interrmal 
artery in the neck may be by-passed by colla- 
teral flaw from the external carotid to the 
ophthalmic to the internal carotid circulation. 
Vertebral artery obstruction in the lower part 
of the neck can be by-passed by connection with 
the external carotid and distal vertebral bran- 
ches. Middle cerebral artery branch obstruc- 
tion may be by-passed by interconnection with 
the branches of anterior and posterior cerebral 
arteries. The brain circulation is composed of 
two general type of arteries. (1) Superficial 
or conducting arteries or (2) Nutrient or penet- 
rating arteries. The superficial arteries com- 
prise of the branches of carotid and vertebral 
basilar system and their branches forming a 
net work of anastomatic vessel on the surface 
of the brain functioning as a pressure equali- 
sation reservoir. The penetrating vessels form 
a group of spiralling twisting arterioles which 
penetrate the cortex and supply the white 
matter. These vessels are responsible for focal 
auto regulation. 


Etiology and pathology 


Interruption of cerebral blood flow causes 
loss of consciousness with cessation of spont- 
aneous and evoked electrical activity within 
20 seconds. This results in the movement of 
sodium and calcium into the cell апа the exit 
of potassium into the extra-cellular fluid which 
causes astrocytic swelling. This increases the 
diffusion distance for oxygen from blood to 
neurone. Excessive potassium in the extra- 
cellar fluid increases oxygen and glucose con- 
sumption which increases the effects of the 
ischaemia. Early brain reaction to cerebral 
ischaemia causes spasm of the micro-circula- 
tion with resultant edema. The most common 
cause of infarction is atherosclerosis and 
hypertension. Thrombosis occurs at the site 
of atherosclerosis with propagation of the 
clot. It may give rise to emboli with distant 
vessel obstruction. Extracranial vessel obstru- 
ction is common in white people and in black 


and Asian, intracranial vascular lesions are 
common and extracranial lesions are rare. 


The onset of infarct causes local vasodi- 
lation, stasis of blood column, edema and 
necrosis of brain tissue occur. Most infarcts 
are pale and red infarct may be produced by 
haemorrhage into the necrotic tissue. 


Cerebral embolism is due to occlusion of 
an artery by fragment of clotted blood, neo- 
plasm, fat or air. It causes infarction and in 
addition vessel spasm may be superimposed. 
If the emboli are irifected, it may cause arteritis 
with mycotic aneurysm formation. If the 
emboli lyse, restoration of blood flow may 
cause haemorthagic infarction. 


Clinical classification of stroke 


It varies from transient ischemic attack 
(TIA) to completed stroke. In between there 
are prolonged reversible ischemic neurological 
deficit (PRIND) and progressive stroke. 


Transient ischemic attack 


These are brief attacks of focal cerebral 
symptoms lasting from 5 to 10 minutes with 
complete recovery within 24 hours. If the 
symptoms and signs last longer they are called 
PRIND (prolonged reversible, ischaemic 
neurological deficit). 


Progressive stroke 


The gradual stuttering increase in neuro- 
logical deficit over hours is called progressive - 
stroke. They are due to a enlarging thrombus. 


Completed stroke 


This fixed neurological deficit is due to 
established infarction. 


Transient Ischaemic Attack 


TIA of the internal carotid territory may 
cause transient monocular blindness (TMB) 
or amaurosis fugax. In 95% of the cases within 
seconds there is a sudden blindness or dark- 
ness Of vision uniformly. The vision is restored 
after few minutes. The second type of carotid 
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PLACEBO 

RHEUMATIC FEVER 

SUTURING AND WOUND CARE 

TREATMENT OF BURNS 
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Yet another first from Alidac - 





(CEFUROXIME - ALIDAC). 


Bridging 
the 
generation gap 
amongst 
Cephalosporins 


* Exceptionally effective against H.influenzae - 
including ampicillin resistant strain B. 


* Reliable Single agent therapy i in menigitis, 
inpatient pneumonia, acute кен bronchitis. 


Available as: 


CEFOGEN-250 & CEFOGEN-750_ 


Чалы & & Children: T 
ЗО to 100 mg /kg/day in 3 or 4 divided doses. 
Adults: 750 т9-1.5 9,3 times aday __ 


For more details please write to: | 
б | The Medical Advisor, 55 
| ALIDAC GENETICS & PHARMACEUTICALS 
ANB, 244 GHODASAR, AHMEDABAD-380 050. 
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The ‘H’ Advantage 


Triredisol-H . 


(Thiamine. pyridoxine, hydroxocobalamin, MSD) 


Hydroxocobalamin, more efficient than Cyanocobalamin 


OBinds more firmly to 
body proteins 


ORemains longer in the body 


В > ORelieves symptoms 
Re, faster and longer 


FE 


INJECTABLE . 


Triredisol- H 


Economy with, 
added'H" ; 
advantage 


(A Ten Injection 
Course) 










EAR DROPS 


Jt ‚ antipyrine, hexylresorcinol and benzocaine, MSD) 


the ideal 


e ANTIFUNGAL 

e DECONGESTANT 
[| e ANALGESIC 

|| e ANTIBACTERIAL 
e SOFTENS EARWAX 







e * х 
Tyotocin For Versatile Relief, Ear after Ear 
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